BOARD MEETING OF THE GOVERNING BODY
TO BE HELD ON TUESDAY, 13 JANUARY 2015
BOARDROOM, WHITE ROSE HOUSE
AT 1.00 PM
AGENDA
PART 1
No.

Agenda Item

Lead officer

1.

Welcome and Chair’s Opening Remarks

2.

Apologies for Absence – Rhod Mitchell

3.

Public Questions and Answers

4.

Declarations of interest

5.

a Minutes of the meeting held on 11 November 2014
b Action sheet from the meeting held on 11 November 2014

6.

Matters arising

7.

Chief Officer Briefing

8.

Children’s Safeguarding Board ‐ Presentation

9.

Update: Winterbourne View – time for change

10.

Integrated Quality and Performance Summary Report
[Report measuring the quality and performance of local services]

11.

Update : MYHT Care Quality Commission Improvement Plan

12.

Wakefield West: Prime Ministers Challenge Fund Update ‐
Presentation

13.

Planning Guidance 2015/16

Jo Webster

14.

Primary Care Co‐commissioning

Jo Webster

All present

Jo Webster
Edwina Harrison
Jo Pollard
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Andrew Pepper & Jo Pollard

Jo Pollard
Sarah Fatchett

15.

Conflicts of Interest Policy

Andrew Pepper

16.

System Resilience: Update

Andrew Pepper & Jo Pollard

17.

Integration Governance Review: Signal of Intent

18.

S256 agreements re Social Care Funding (by NHS England) and
Reablement Services (by CCG)

19.

Finance Report Month 8 2014/15

20.

Receipt of minutes and items for approval

Jo Webster
Dr Andrew Furber

Andrew Pepper

a Audit Committee
(i) Minutes of meeting held on 25 September 2014

Sandra Cheseldine

b Integrated Governance Committee
(i) Minutes of meeting held on 16 October 2014,
(ii) Minutes of meeting held on 20 November 2014

Rhod Mitchell

c Clinical Cabinet
(i) Minutes of meeting held on 30 October 2014
(ii) Minutes of meeting held on 27 November 2014

Dr Adam Sheppard

d Health and Well Being Board
(i) Minutes of meeting held on 18 September 2014

Jo Webster / Dr Philip
Earnshaw

e Decisions of the Chief Officer – verbal update
21.

Any other business

22.

The Board is recommended to make the following resolution:
“That representatives of the press and other members of the public
be excluded from the remainder of this meeting having regard to the
confidential nature of the business to be transacted, publicity on
which would be prejudicial to the public interest” (Section 1 (2) Public
Bodies (Admission to Meetings) Act 1970)”.

23.

Date and time of next Public meeting:
Tuesday, 10 March 2015, 1pm in the Boardroom, White Rose House
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Jo Webster

Agenda item : 5a
NHS Wakefield Clinical Commissioning Group
GOVERNING BODY
BOARD MEETING
Minutes of the meeting held on 11 November 2014
Boardroom, White Rose House
Present

In Attendance

Stephen Bryan
Dr Ann Carroll
Sandra Cheseldine
Dr Paul Dewhirst
Dr Phil Earnshaw
Dr Andrew Furber
Mr Hany Lotfallah
Rhod Mitchell
Andrew Pepper
Jo Webster

Practice Manager, Stuart Road Surgery
GP, Outwood Park Medical Centre
Lay Member
GP Queen Street Surgery
Chair and Clinical Leader
Director of Public Health, Wakefield Council
Secondary Care Consultant
Lay Member & Vice Chair
Chief Financial Officer
Chief Officer

Katherine Bryant
Karen Parkin
Bill Hodson
Jane Wilson
Mandy Sheffield
Dasa Farmer
Morris Burrows
Pat Keane
Esther Ashman
Matt England

Governance & Board Secretary (minute taker)
Associate Director Finance, Governance & Contracting
Chair of Safeguarding Adult Board (minutes 14/200)
Designated Nurse for Safeguarding Adults (minutes 14/200)
Head of Safeguarding (minutes 14/201 & 14/202)
Engagement Manager (minutes 14/204)
Patient Representative (minutes 14/204)
Interim Director, Strategic Projects (minutes 14/205)
Head of Strategic Planning (minutes 14/205)
Head of Contracting and Commercial Strategy (minutes
14/208
Head of Quality and Engagement (minutes 14/208
Senior Associate (Organisational Development) YHCS
(minutes 14/212)
Communications Lead

Laura Elliott
Dawn Clissett
Jayne Beecham
14/192

Welcome and Chair’s Opening Remarks
Dr Earnshaw welcomed everyone to the meeting.
NHS Wakefield CCG has been nominated for three awards:
 CCG of the Year – Health Service Journal
 Governing Body of the Year – Health Education Yorkshire & Humber
 Visual Brand of the Year (for Our Street) – Association of Healthcare
Communications and Marketing
The NHS has been very busy over the previous months, with the publication of the NHS
Five Year Forward, further developments in preparation for the Better Care Fund, and also
the announcement of Prime Ministers Challenge Fund Two.

14/193

Apologies for Absence
Apologies for absence were received from:
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Andrew Balchin
Dr Avijit Biswas
Dr David Brown
Michele Ezro
Sharon Fox
Dr Clive Harries
Jo Pollard
14/194

Corporate Director, Adults, Health & Communities ‐ Wakefield
Council
GP, Pinfold Lane Surgery
GP, Kings Medical Centre
Associate Director Service Delivery and Quality
Independent Nurse Member
GP, Chapelthorpe Surgery
Chief of Service Delivery and Quality

Public Questions and Answers
There was one written question from a member of the public, which will be answered in
writing following the meeting.

14/195

Declarations of Interest
There were no declarations of interest.
Dr Phil Earnshaw reminded members of the Governing Body that any conflicts of interest
identified should be declared during the meeting.

14/196

Minutes of the meeting held on 9 September 2014
It was RESOLVED that:
i)

14/197

The minutes of the meeting of the NHS Wakefield Clinical Commissioning Group
Governing Body Meeting held on 9 September 2014 were agreed as a correct
record with one amendment (Dr Adam Sheppard was in attendance).

Action sheet from the meeting held on 9 September 2014
Katherine Bryant confirmed that all actions were completed, with the exception of
14/164. Mandy Sheffield confirmed that the ‘toughbooks’ have been purchased, however
following connection difficulties, Mid Yorkshire Hospitals Trust (MYHT) are working with
BT to ensure a SIM card which provides the optimum signal across Wakefield district.
Once this has been resolved ‘toughbooks’ will be provided to the Looked After Children
team.

14/198

Matters arising
There were no matters arising.

14/199

Chief Officer Update
Jo Webster highlighted a selection of areas from the written report circulated in advance
of the meeting.
System Resilience funding has been deployed and the report demonstrates a number of
ways in which the funding is having an impact.
The Primary Care 2020 project has been launched; this will bring the primary care ‘plan on
a page’ to life and enable the CCG to further develop and deliver the primary care
strategy. The Governing Body noted that the CCG intends to apply to NHS England for
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delegated power to commission Primary Care.
The Governing Body noted the CCG’s new Health and Safety policy, which was approved
by the Integrated Governance Committee.
NHS England has published the ‘Five Year Forward’ view. Jo highlighted three key aspects
of the publication. First the report calls for the NHS to avoid preventable illnesses and
empower citizens. There is a ‘design’ challenge including how will the NHS commissioning
in partnership with local authorities, how will providers respond and collaborate. Finally,
there is a future funding gap, how will this gap be closed. Jo noted that the report has
significant synergies with Wakefield’s strategic plan.
Following the ‘developing a sustainable and integrated health and social care system’
item at September Governing Body, a governance review is being undertaken in
partnership with Wakefield Council. Proposals will be considered by the Health and
Wellbeing Board on Thursday (13th November). Further details and an opportunity to
consider the proposals will be provided to the Governing Body at a forthcoming
development session.
The Wakefield Better Care Fund proposal has been approved with support, the final
application will be signed off on 10th December.
Finally Jo noted the significant achievement for the CCG to be nominated (one of six) for
the Health Service journal (HSJ) CCG of the year award. The winner will be announced on
19th November. In addition the CCG has been nominated for the ‘Governing Body of the
Year’ award in the Health Education Yorkshire & Humber awards. The winner will be
announced on 3rd December.
In respect of the Better Care Fund, and associated governance review, Sandra Cheseldine
asked how the pooled budget will be reported to the Health and Wellbeing Board and the
CCG’s Governing Body. Jo confirmed that a phased approach will be taken. From
November 2014 to March 2015 the CCG/local authority joint committee will be reviewed
and consider how this fits with both organisations’ scheme of delegation. Jo noted that
consideration will need to be given to how much authority individuals hold to make
decisions. The members were assured that appropriate reporting arrangements through
to the Governing Body will be put in place.
It was RESOLVED that the Governing Body:
(i)
(ii)
14/200

note the contents for information and support on‐going developments outlined in
he content of the report.
endorse the Health and Safety policy.

Local Safeguarding Adult Board Report
Jo Webster welcomed Bill Hodson (Chair, Safeguarding Adults Board) and Jane Wilson to
the meeting.
Jane introduced Bill, noting that he assumed his role as independent chair of the
Safeguarding Adults Board in May 2013.
Bill explained that from 2015 the Safeguarding Adults Board will be placed on a statutory
footing. He explained that the prime objective of the Board is to help and protect adults
at risk in Wakefield district. The main challenge facing partner agencies (such as the CCG)
3

is to ensure that the board is fit and able to carry out its prime functions. A number of
‘challenge’ events have been held in order to check readiness for the move to assuming
statutory functions.
Moving forward the Board will focus on outcomes, seeking to ensure that adults feel safe
and healthier. In order to do this the Board will check at the beginning and end of the
process that people feel safer and healthier.
Bill noted that care quality and safeguarding are different. There has been a growth in
alerts; 10% of concerns reported are investigated as safeguarding, the remaining tend to
be care quality concerns. Training within the district faces a steep curve to meet the
required volume.
Finally Bill thanked the CCG for the support they have provided to the Board so far. It was
noted that looking ahead funding arrangements for the Safeguarding Adults Board is not
secure. He asked the Governing Body to work with partners to seek a solution before
Christmas 2014. Jo Webster reassured Bill that she has asked Jo Pollard to engage with
partners to discuss future funding in order to support the Safeguarding Adults Board.
Reflecting on an experience one of his patients with learning difficulties had recently
encountered, Dr Earnshaw sought further information about assurance the Safeguarding
Adults Board receives about people who have moved from large institutional settings into
the community. Bill confirmed that the Board receives assurance reports regarding this
group of people, however he acknowledged that it is difficult for the Safeguarding Adults
Board to receive human stories. Dr Furber said that he is the co‐chair of the Learning
Disability Partnership; he suggested that this may be a useful place for the Safeguarding
Adults Board to gather stories. Jane Wilson noted that the Reportable Concerns Group
(which she Chairs) includes a Learning Disability Worker who brings reports to the group,
this is a mechanism by which low level concerns are raised.
Noting the increased level of alerts, and the small percentage which result in formal
safeguarding investigations, Dr Carroll asked if there is anything the CCG can do to help
address this. Bill confirmed that Wakefield Council can cope with this level of alerts.
Although alerts may not result in investigations it is often an opportunity to identify other
actions, for example care reviews; this is therefore a positive trend and reporting is
encouraged.
In conclusion Bill noted that the Safeguarding Adults Board is different to the
Safeguarding Children Board. As adults, people have a choice about the level of risk they
accept. For example unlike safeguarding children, if people wish to maintain family links
this is their own decision. The Safeguarding Adults Board need to balance risk and people
taking responsibility for their own lives.
Dr Earnshaw thanked Bill and Jane for attending.
It was RESOLVED that the Governing Body:
(i)
14/201

Note and support the content of the report

Local Safeguarding Children Board Report
Mandy Sheffield explained that Edwina Harrison, Chair of the Safeguarding Children Board
was not able to attend and present this report. She will however attend the Governing
Body meeting in January 2015.
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Mandy noted the successful challenge events held by the Safeguarding Children Board.
These events provided assurance that actions recommended within four serious case
reviews have been implemented and progress has been maintained.
During the year the Multi‐Agency Safeguarding Hub, referred to as the MASH, was
established. The MASH has been instrumental in driving safeguarding forward in
Wakefield. An evaluation report will be presented to Clinical Cabinet in December 2014.
Members of the Safeguarding Children Board have considered how the actions taken by
the Board are having a positive impact on Children.
Dr Carroll welcomed the robust and detailed report. She noted how well the partnership
responded to challenges through the year. The new MASH process for sharing
information between agencies has been set up. The MASH has revolutionised
safeguarding, ensuring a contribution from all the relevant safeguarding agencies
including schools and health.
but it is only part of the solution; a means but not the end point.
It was RESOLVED that the Governing Body:
(i)
14/202

Note and support the content of the report

Child Sexual Exploitation
Child Sexual Exploitation has received significant media attention and been high on the
social conscience in recent months. Mandy Sheffield explained that following recent
publication of the Jay Report (regarding Child Sexual Exploitation in Rotherham) this
report provides the Governing Body with assurance about the current situation in
Wakefield.
Mandy acknowledged that the challenges in Rotherham were not atypical of other areas
in the late 1990s and early 2000s. In order to obtain assurance that this is not an issue in
Wakefield assurance can be sought from a number of sources.
The development of the multi‐agency Action on Child Sexual Exploitation (MAACSE) panel
was established in 2012 following a Serious Case Review. The panel considers children at
risk of sexual exploitation and also gathers information in relation to known locations
where child sexual exploitation is suspected to take place. NHS Wakefield CCG has
provided strong support to the MAACSE and led the task and finish group which led to the
establishment of the MAACSE.
Prior to the publication of the Jay Report work had already begun in relation to training
for staff on child sexual exploitation. This includes training at MYHT and for GPs.
Dr Carroll said that one key way to increase awareness is education. She sought further
information about the plans to roll out training for all GP localities. Mandy confirmed that
over the coming year one session will be delivered in every locality. Jo Webster added
that all providers of healthcare must take training seriously. She acknowledged that
following recent CQC reports and Serious Case Reviews, the CCG’s Quality Boards can
further challenge providers about training, which will help to further increase awareness.
Jo Webster reported she sits on the Local Services Board, through this role she is aware of
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work underway to ensure the Local Services Board receives intelligence to spot the signs
of child sexual exploitation.
It was RESOLVED that the Governing Body:
(i)
14/203

Note the content of the report

Prevention is better than cure – Wakefield District 2014 Public Health Annual Report
Dr Andrew Furber drew attention to the importance placed on prevention within the NHS
England Five Year Forward and Richmond Group ‘what is preventing progress’ report
(available at http://www.richmondgroupofcharities.org.uk/What‐is‐preventing‐progress‐
2014.pdf). Both reports make a powerful argument for prevention.
Dr Furber noted that contents of the Public Health Annual Report, including prevention
activities undertaken, progress against the recommendations made last year and new
recommendations for the coming year. These recommendations include supporting
Wakefield to become a smoke‐free district, and making Wakefield a dementia friendly
locality.
Dr Earnshaw asked how well Wakefield is doing with regards to public health and
prevention. Dr Furber said long‐term trends show an improvement in some areas, but
other trends such as lung cancer are not improving.
Jo Webster added that she recently met with the Chief Officer for the Academic Health
Science Network. The CCG and Local Authority are encouraged to become local
advocates for health and encourage their workforces to be healthy. Further details will be
presented to the Health and Wellbeing Board.
It was RESOLVED that the Governing Body:
(i)

14/204

Note the 2014 Public Health Annual Report

2013/14 Patient and Public Engagement Report
Stephen Hardy introduced the report and noted that Morris Burrows (a member of the
CCG’s Public Involvement and Patients Experience Committee ‐ PIPEC), would take part in
the presentation.
Laura Elliott reported that following a challenge from the Governing Body in 2013 all
member GP practices have established Local Patient Reference Groups (PRGs). The PRGs
are supported by the Patient Participation Group (PPG) Network, which acts as the link
between local PRGs and the CCG. During the year training was provided for lay
representatives who sit on these groups.
‘Putting Patients First’ is an initiative to deliver our vision to ensure that quality and
patient experience are at the heart of the CCG. Quarterly patient experience reports to
inform service transformation were presented to Clinical Cabinet.
The CCG’s Quality Intelligence Group has continued to pull feedback together, identifying
any themes around services, agreeing actions and following up on these to realise change.
Laura highlighted a number of areas of success, these include the involvement of patients
during a procurement process and also use of the CQUINs incentive scheme to drive
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improvement.
The ‘What Matters to You” report captures the outcomes of specific activates to engage
with the public and patients through roadshows asking the local population what matters
to them and their thoughts on health services. As part of the ‘What Matters to You”
project 378 interviews were conducted with the public. This took place via roadshows,
market stalls, talks at local groups, discussions with students and other groups and
organisations within Wakefield District as well as an online survey. The results informed
the CCG’s commissioning priorities for 2014/15.
Morris Burrows described his involvement with the CCG’s patient involvement groups and
forums. He explained that he become involved with the CCG because he established a
support group for trans‐people. He said that PIPEC gives patients a voice.
Laura Elliott explained that in 2013 the Governing Body challenged the engagement team
to increase engagement with young people. This has been achieved in a number of ways,
including a roadshow at Wakefield College, and also the Young Inspectors programme.
Members of the Governing Body were invited to ask questions.
Dr Sheppard asked the presenters, what could the CCG do differently to further improve
engagement with patients and the public? Laura said that she felt the CCG are on the
right track, but at times it is slow going. For example at a recent event over 700 email
invites were sent and 20 people attended.
Dr Furber welcomed the report. He noted that the architecture surrounding patient
groups is changing rapidly. During 2015 it would be important for the CCG to find ways to
continue to engage with these groups and maintain their input.
Dr Earnshaw noted that the population of Wakefield is changing, with increasing numbers
of young East Europeans moving to the District. How can the CCG ensure that the needs
of this group are understood and responded to? Laura Elliott confirmed that the CCG’s
Equality Objectives included a focus on this area. She noted a project planned as part of
the ‘Working Voices’ initiative which would focus on distribution centres which employed
a high percentage of workers from new EU communities.
Steve Bryan thanked Morris for attending the meeting, and sharing his experience; he
offered Morris further help and support.
Jo Webster highlighted a further challenge for 2015; how the CCG empowers citizens to
become active recipients of health care, and promote self‐care.
It was RESOLVED that the Governing Body:

14/205

(i)

Note the content of the report for information and the Integrated
Governance Committee decision to approve it for publication; and

(ii)

Acknowledge the range of public engagement activities planned and taking place
during 2014/15.

Planning process and principles 2015/16 – 2017/18
Pat Keane and Esther Ashman provided an update on the CCG’s planning process. Pat
noted that it was quite a dry and technical subject. However the plan will ensure that the
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CCG has a coordinated approach to delivery.
Pat explained that the Quality, Innovation, Prevention and Productivity (QIPP) process is
often seen as purely a money saving exercise. However in order for it to be successful
QIPP should focus on all four elements; Quality, Innovation, Prevention and Productivity.
It was noted that the CCG must consider the long term effect of QIPP schemes, looking to
the effect over 5 to 10 years.
Finally Pat drew attention to the planning timetable, both at a local and national level.
Dr Sheppard welcomed the new approach, and said that it was a real opportunity to do
things differently and engage the CCG’s membership.
Andrew Pepper noted that the CCG must achieve both annual and long term targets. It
was important that the organisation does not lose sight of the financial pressures faced by
the NHS. Sandra Cheseldine said she echoed this sentiment; she expressed concern that
the transformation programmes will not deliver necessary savings in the time required.
Pat explained that the deadline for all commissioning intentions to be shared with
providers is end of December 2014. These will align with the CCG’s five year strategy, and
member practices have been engaged. Every contract the CCG holds will be reviewed to
ensure that they are productive and ensuring value for money.
Jo Webster said that transactional elements will be reviewed forensically to ensure that
all possible savings have been achieved. It will also be important to consider how the CCG
allocates non‐recurrent funding; considering the benefits of an investment over a longer
time period (for example 4 years not just 12 months). In addition the CCG will seek to
share risks, particularly in relation to long term conditions.
Rhod Mitchell said that he welcomed the paper and felt that this was the right approach.
However he had a concern about the short term, especially phasing in years 1, 2 and 3.
He asked whether it will be possible for the CCG to achieve the targets within the financial
planning deadline.
Andrew Pepper noted that it is difficult to predict the level of future funding settlements.
He noted the importance of managing growth and demand, and deploying non‐recurrent
funding effectively.
Dr Earnshaw acknowledged that this is an area of risk for the CCG; consequently Pat
Keane has been engaged to support the CCG until March 2015. Dr Earnshaw noted the
importance of the NHS system delivering necessary changes now in order to maintain the
confidence of the public and politicians.
It was RESOLVED that the Governing Body:

14/206

(i)

Note the process and direction of travel of the 2015/16 – 2017/18 planning
process; and

(ii)

Discuss and agree the proposed transactional and transformational programmes.

Business Rules – between Partners in the Wakefield Integration Programme
Jo Webster explained that the paper outlines partnership work undertaken between
commissioners and providers in Wakefield district. A set of business rules have been
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developed following a series of workshops involving commissioners and providers. The
rules set a position for Wakefield, and are intended to support the health economy when
difficult decisions need to be made.
It was RESOLVED that the Governing Body:
(i)

14/207

Approve the Business Rules that establish a framework for formal collaboration
between all partners involved in the Wakefield Connecting Care (Integration)
programme

Care Quality Commission inspection Mid Yorkshire Hospitals NHS Trust July 2014
Jo Webster explained that between 16th and 18th July 2014 the Care Quality Commission
(CQC) inspected Mid Yorkshire Hospitals Trust (MYHT). The report summarises the nine
inspection reports, which can be accessed from the CQC’s website. The overall finding
was the Trust requires improvement. A total of 19 compliance actions are required and
three warnings were issued.
Jo Webster said that the report did not highlight any unknown areas. Areas raised within
the report are issues the CCG is already working on with the Trust. However the CCG has
sought further assurance that in response MYHT have put the necessary measures in
place.
The CCG Governing Body has a duty to monitor the Trust’s progress. This will be achieved
through the MYHT Quality Board, and in addition the CQC report will be discussed at the
‘Board to Board’ session with MYHT and North Kirklees CCG. Furthermore a Quality
Surveillance Group with the Area Team will take place.
Dr Carroll sought further information about the actions put in place to address staffing
levels. She noted that soft intelligence has suggested that in order to address the
financial deficit staffing levels and also the seniority of staff teams have both suffered. Jo
Webster said that in relation to immediate patient safety issues, she is assured that
appropriate actions have been taken. However the Trust is not meeting ward staffing
levels recommended by the National Institute of Health & Care Excellence (NICE). 1 nurse
to 8 patients during the day and 1 nurse to 12 patients at night. MYHT is planning to
recruit three additional cohorts of nurses.
Hany Lotfallah asked whether the Trust have an unusually high level of incidents. Laura
Elliott said the Trust does not have an unusually high level of incidents. She noted that
incident reports are triangulated with other pieces of information about patient safety
(e.g. complaints received) in order to identify any areas or wards of concern.
Jo Webster noted that all Cost Improvement Plans have been assessed via a Quality
Impact Assessment process and also considered at the Quality Board. All plans have been
deemed safe and robust.
Stephen Hardy expressed concern that the shortfall of 200 nurses across the Trust
suggested the leadership had not focused on the correct priorities.
Dr Earnshaw said that an appropriate balance must be struck between challenging and
also supporting the Trust to improve. If a high quality service is achieved it will also be
efficient.
It was noted that services being delivered by the Trust are deemed to be safe.
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It was RESOLVED that the Governing Body:
(i)

14/208

Approve the Next Steps: Governance, Monitoring and Assurance Actions listed in
the executive summary

Integrated Quality and Performance Summary Report
Andrew Pepper introduced the report. He noted the areas of ‘red’ performance include
Referral to Treatment (RTT) times, Increasing Access to Psychological Therapies (IAPT) and
ambulance response times. However he commented that work undertaken to address
performance issues related to cancer targets has paid off, because performance against
these targets is now green. On behalf of Dr David Brown, Sandra Cheseldine welcomed
this significant improvement in cancer treatment targets.
Matt England said that performance against RTT targets is red on all four areas. However
improvement plans are in place and there is some evidence of improved performance. All
specialities aim to hit RTT targets by 1st December 2014, but some areas risk missing this.
Matt England outlined efforts made to improve referral rates to the IAPT service. It was
noted that a recovery plan is in place.
There have been concerns about the performance of Yorkshire Ambulance Service (YAS).
An action plan is in place and there has been some evidence of improvement as the
actions taken start to bite. It was noted that staff sickness rates and also vacancy rates
are high. The CCG is monitoring performance on a weekly basis. YAS will have a CQC
inspection in January 2015. Jo Webster noted that the Good Governance Institute has
undertaken a review of YAS, and made a number of recommendations for YAS and also
commissioners.
Laura Elliot said that CQC inspections of GP practices in Wakefield took place in July. Five
of 11 reports have been published; all practices inspected were compliant with CQC
standards.
Dr Earnshaw noted that NHS 111 call back times are often exceeding agreed targets. Local
Care Direct provides the call triage and call back service which forms part of NHS111.
Laura said that the CCG are working with Local Care Direct to support the organisation to
find a sustainable solution and improve performance.
Sandra Cheseldine asked what actions were being taken in response to low scored Friends
and Family tests. Laura said that actions include CCG safety walkabouts on the wards
identified.
Dr Dewhirst left the meeting.
It was RESOLVED that the Governing Body:
(i)
(ii)

14/209

Note the current performance against the CCG strategic objectives and Quality
Premium; and
Approve the actions being taken to address areas of underperformance.

Finance Report 2014/15 Month 6
Karen Parkin explained that the report shows CCG performance at month six. Karen
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confirmed that there are no significant headline changes. Most key performance areas
are on track, the exceptions are activity levels against some acute contracts and recurrent
QIPP performance. The CCG is operating within the running cost allowance.
The next finance report will pin down a number of variables, including reforecasting non‐
recurrent investment and reassessing the risks and opportunities (included within section
nine of the report).
Karen highlighted the section of the report which focuses on programme budgeting. She
noted that this will provide useful benchmarks and inform commissioning decisions.
Andrew Pepper reported that at a recent NHS England board meeting Paul Bauman (NHS
England Chief Finance Officer) said NHS finances are ‘on a knife edge’. It was noted that
the CCG’s financial position was also finely balanced in relation to risks and opportunities.
It was RESOLVED that the Governing Body:
(i)
14/210

Note the contents of the report

Review of Committee Terms of Reference
Andrew Pepper said that it is good practice for committee terms of reference to be
reviewed on a regular basis. Every committee of the Governing Body has reviewed their
terms of reference and the updated terms of reference are presented for approval.
It was RESOLVED that the Governing Body:
i)

14/211

Approve the Terms of Reference for the following Committees; Integrated
Governance Committee, Clinical Cabinet, Audit Committee and Remuneration
Committee

NHS Wakefield CCG Declarations of Interest
Andrew Pepper noted that all members of the Governing Body, Network Chairs and
Clinical Advisors to the CCG have declared their interests. This is regular six monthly
process which helps to ensure all conflicts of interest are recognised, recorded and
managed.
It was RESOLVED that the Governing Body:
i)

14/212

Note the declared interests of members of the NHS Wakefield CCG Governing
Body and its Committees as at 1 October 2014

People Strategy; Integrated Communications and Organisational Development Plan
Jo Webster reminded members of the Governing Body that the People Strategy was
considered at a development session in September 2014. The strategy pulls together the
CCG’s ambitions regarding people, communications and human resources.
Dawn Clissett said that this approach was unique to Wakefield. She noted that people are
the organisation’s most importance resource. Jayne Beecham explained that the strategy
is based on data gathered from surveys (including staff and stakeholder) and key work
streams (e.g. integration).
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The strategy is a live document which focuses on four areas; culture, clarity, capacity and
capability. It is supported by workforce development and communications (relationships
and reputation).
Jayne explained that the strategy fits alongside the CCG’s existing communications plan.
It is an enabler which explains how the CCG’s values work together with the people
strategy and the reputation the CCG aims for.
A full copy of the strategy will be added to the new CCG intranet (Skyline).
Members of the Governing Body were invited to ask questions.
Dr Carroll asked who would be responsible for moving this work forward. Jo Webster
explained that each action has a sponsor within the Executive Team who will lead and
oversee that area of work.
Steve Bryan highlighted the importance of including the CCG’s membership in this work.
Rhod Mitchell expressed concern that the CCG’s values do not feature enough within the
strategy. Jo Webster agreed that the values should be fully embedded within the
strategy.
Dr Carroll suggested that there should be further consideration as to whether the ‘People
Strategy’ is the correct title for the document.
It was RESOLVED that the Governing Body:
ii)

14/213

Approve the People Strategy – subject to:
a. The CCG’s values being strengthen further within the strategy;
b. Further consideration of whether the ‘People Strategy’ is the correct title for
the document.

Minutes of the Integrated Governance Committee
Rhod Mitchell presented minutes of the Integrated Governance Committee held on 21
August and 18 September 2014 and invited the Governing Body to consider the headline
discussions outlined in the cover sheet.
It was RESOLVED that the Governing Body:
i)

14/214

Note the minutes of the Integrated Governance Committee held on 21 August
and 18 September 2014

Minutes of the Clinical Cabinet held on 28 August and 25 September 2014
Dr Adam Sheppard presented minutes of the Clinical Cabinet held on 28 August and 25
September 2014 and invited the Governing Body to consider the headline discussions.
It was RESOLVED that the Governing Body:
i)

14/215

Note the minutes of the Clinical Cabinet held on 28 August and 25 September
2014.

Minutes of the Executive Approvals Group held on 17 July 2014
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Rhod Mitchell presented the minutes from the Executive Approvals Group meeting held
on 17 July 2014.
It was RESOLVED that the Governing Body:
i)
14/216

Note minutes of the Executive Approvals Group on 17 July 2014.

Minutes of the Health and Wellbeing Board held on 24 July 2014
Jo Webster presented the minutes from the Health and Wellbeing Board meeting held on
24 July 2014.
It was RESOLVED that the Governing Body:
i)

14/217

Note the minutes of the Health and Wellbeing Board on 24 July 2014.

Decisions of the Chief Officer
Jo Webster explained that she had made no decisions under the emergency powers
delegated to her by the CCGs operating scheme of delegation.

14/218

Any other business
Dr Earnshaw encouraged all members of the Governing Body to engage with and use the
new CCG intranet; Skyline.

14/219

Date and time of next meeting
Tuesday, 13 January 2015, 1pm in the Boardroom, White Rose House.
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Agenda item: 5b
NHS Wakefield Clinical Commissioning Group
GOVERNING BODY
BOARD MEETING
Action Points from the Meetings held on Tuesday 11 November 2014
Minute No

Topic

14/164

Health of Looked
After Children –
annual report

14/199

Chief Officer
Update

14/212

People Strategy

Action Required

Who



Seek a formal response from MYHT
about the recommendation
included within the annual report
to support acquisition of
‘Toughbooks’.
 In November it was reported that
the ‘toughbooks’ have been
purchased, however following
connection difficulties, Mid
Yorkshire Hospitals Trust (MYHT)
are working with BT to ensure a
SIM card which provides the
optimum signal across Wakefield
district. Once this has been
resolved ‘toughbooks’ will be
provided to the Looked After
Children team.
 Proposals regarding governance
review undertaken in partnership
with Wakefield Council will be
presented to the Governing Body.
 Amend the People Strategy as
follows:
a) further strengthen reference to the
CCG’s values within the strategy;
b) re‐ cconsider whether the ‘People
Strategy’ is the correct title for the
document.
1

Date for Completion

Progress

Jo Pollard / Mandy
Sheffield

January 2015

Complete
Toughbooks have been
purchased. Following
initial difficulties with SIM
card connections, the
Looked After Children
team will receive
toughbooks and training in
the week commencing
19th January 2015.

Melanie Brown

January 2015

Complete ‐ Included at
Agenda item 17

Dawn Clissett / Jayne
Beecham

February 2015

Work to revise the
strategy will be completed
by late January 2015.

Title of meeting:

Governing Body

Date of Meeting:

13 January 2015

Paper Title:

Chief Officer Briefing

Agenda
Item:
Public/Private Section:

Public
Private
N/A

Purpose (this
Decision 
Discussion
paper is for):
Report Author and Job Title: Jo Webster, Chief Officer
Responsible Clinical Lead:

Dr Phillip Earnshaw, Chair

Responsible Governing
Board Executive Lead:
Recommendation:

Jo Webster, Chief Officer

Assurance

Information

To note the content for information and support on‐going developments outlined in the content of the report.
Executive Summary:
To provide a brief update to members of the Governing Body on areas not covered on the main agenda.

Link to overarching principles
from the strategic plan:

Outcome of Impact
Assessments completed (e.g.
Quality IA or Equality IA)
Outline public engagement –
clinical, stakeholder and
public/patient:
Assurance departments/
organisations who will be
affected have been consulted:
Previously presented at
committee / governing body:

Citizen Participation and Engagement
Wider Primary Care at Scale including Network development
A Modern Model of Integrated Care
Access to the Highest Quality Urgent and Emergency Care
A Step Change in the Productivity of Elective Care
Specialised Commissioning
Mental Health Service Transformation
Maternity, Children and Young People Transformation
Organising ourselves to deliver for our patients

Not applicable

Not applicable

CCG Leadership Team

Not applicable

Reference document(s) /
enclosures:

None

Risk Assessment:

Not applicable

Finance/ resource implications:

Not applicable
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Chief Officer Briefing
13 January 2015

Public Sector Equality Duty Report
Equality and diversity is about our commitment to be inclusive, fair and equitable to all our
patients, carers, communities and staff. It is about listening to and responding to all
including minority voices not just those who ‘shout loudest’. Equality and diversity is about
how and what we procure and commission, how we engage with our patients, carers and
communities, how we listen to, treat and engage with our staff and how we hold our
providers to account to ensure services are personal, fair and address the needs of all groups
in our community.
As a CCG we are required under the Equality Act 2010, to demonstrate that we are meeting
our legal duties when it comes to equality and diversity. This means that we have to publish
information annually, on 31 January, and that we have to agree and publish equality
objectives. Last year we used the national Equality Delivery System (EDS) as a framework to
support the publication duty and to inform our equality objectives. We published the CCG’s
first Public sector Equality Duty (PSED) report on 31 January 2014 and identified and
published our four Equality Objectives for 2013‐2017 in March 2014.
They are:‐





Equality Objective 1: Increasing screening rates to tackle inequality
Equality Objective2: Ensure access to local health provision for new EU communities
and improve the experience of the transgender community
Equality Objective 3: Enhancing member practice engagement
Equality Objective 4: Improving data quality and intelligence gathering and analysis,
that informs evidence based commissioning and service improvement.

These objectives are interlinked, and have provided a framework for future equality delivery.
A group of Governing Body members – led by our Equality Champion, Sandra Cheseldine ‐ has
continued to meet on a quarterly basis to review progress with the four objectives. Regular
Equality and Diversity updates have also been presented to the Integrated Governance
Committee.
In September 2014 the Integrated Governance Committee were alerted to the need for the
development of our second Public Sector Equality Duty report, and the proposed content and
structure of the report was shared. The report will provide an update of activity that has
been undertaken to embed equality within the CCG during 2014/15, and refresh the content
of the first report. It will include a number of case studies reflecting the work the CCG has
undertaken over the past year to commission equitable services for all our patients and
communities.
The draft report was presented to our Public involvement and Patient Experience Committee
(PIPEC) in December 2014 and has been reviewed by the subgroup of Governing Body
members. The final report will be presented to the Integrated Governance Committee on 20
January 2015 for approval prior to publication by 31 January 2015.

Developing our Patient Reference Groups
In September 2014, the Governing Body was updated on the work we have been doing with
our Patient Reference Groups (PRG) and the support we continue to provide both via the
support of the Yorkshire and Humber Commissioning Support, and with the non‐recurrent
funding secured to provide additional training for PRG members.
The second session took place on 22 October 2014 in Castleford. Similarly to the first
session, the content was co‐created with the participants on the day to ensure maximum
benefit to the group. The day evaluated very positively and when asked what the best
aspect of the day was, the following was among the comments received:
“The free flowing discussion and sharing of experiences and ideas. The freedom to discuss
topics in an open way.”
This session saw lots of sharing of ideas among participants with some being fed into our
Patient Participation Group Network to spread good practice.
Organising this training session, which was also publicised through our member practices, we
have gained a new member for the Patient Participation Group Network. It is reassuring to
see this group grow and develop. The remaining two sessions are planned for March 2015
looking at different venues to ensure that we go out to our communities.
Working Voices
As reported to the Governing Body in May 2014, NHS Wakefield Clinical Commissioning
Group is one of three CCGs across West and South Yorkshire and Bassetlaw to be successful
in their bid to work with NHS England as part of their Patient and Public Voice programme.
Yorkshire and Humber Commissioning Support developed the Working Voices initiative and
are supporting the three CCGs in their work with employers.
Working Voices takes the opportunity to bring participation into the workplace rather than
expecting working people to come to us. The model is based on a community asset‐based
approach which has worked successfully in engaging with harder to reach groups through
partnership with the third sector.
As well as giving us increased participation and rich data to inform commissioning decisions,
the initiative gives employees a voice in designing services and access to health information
and advice. This in turn will lead to healthier, happier and more empowered workforce
which brings benefits to the employers.
A Steering Group has been established with members from the Health and Wellbeing Board,
Public Health, HealthWatch Wakefield and third sector representation. Firm relationships
have already been developed with two organisations: Wakefield Metropolitan District Council
(Environmental services) and St George’s Community Centre in Lupset.
Wakefield Council’s Street Scene service has around 500 employees ‐ introductory meetings
have been held with five sets of team leaders at the depots to look at engagement
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approaches. As they all work differently approaches will vary but many wanted face to face
contact. Two meetings have taken place with employees. At the second meeting the
current mental health engagement was discussed, reaching 45 people, mainly males who
would not normally have engaged with us. During the meeting with the Strategic Team we
were informed of the development of a new recycling plant and it was agreed that we would
contact a contractor providing recycling services to reach their employees too (another 50
employees).
Regular meetings have been held with representatives of St George’s Community Centre who
have 70 employees. This has resulted in the development of an App to give staff
information about health and lifestyle choices and a platform for engagement. This may be
rolled out to all of our Working Voices employers, with NHS England and the other pilot CCGs
with taking an interest in this innovative development.
Engagement with the other chosen employers has been slower, however Next (distribution
centre in the south east) and Haribo (Pontefract) are both keen to engage with this initiative
and meetings have been organised for the New Year.
One aspect of the initiative is to have Ambassadors in the organisations to link with and to
promote engagement within the workplace. The first Ambassador training was held in
December 2014 providing four staff from the two initial employers with the skills to engage
their own workforce. The training comprises of three modules:




How the NHS works
Public and Patient Engagement and Experience legislation
Methods and Approaches

Each member of staff receives training on the first two modules with the third session on
methods and approaches being delivered to help employees develop work place profiles.
Future training will be delivered in the New Year.
Prime Minister’s Challenge Fund
On 30th September 2014 a second wave of funding was announced for the Prime Ministers
Challenge Fund, a total of £100m nationally for 2015/16.
For the Wave 2 the pilots should consider the following:







Longer opening hours, such as 8am‐8pm weekdays and opening on Saturdays and
Sundays
Joining up of urgent care and out of hours care
Greater flexibility about how people access general practice
Greater use of technology to provide alternatives to face to face consultations
Greater use of patient online services
Greater use of telecare and healthy living apps to help people manage their health
without having to visit their GP surgery as often
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There will particular interest in applications from practices and groups of practices that wish
to test new models for providing general practice, with wider benefits to the health and social
care system.
Locally there has been interest and support from the Networks and primary care
organisations to apply for Wave 2 funding, learning from and building on the Wave 1 pilot,
West Wakefield, experience. A more ambitious and district‐wide approach to the
development of primary care has been agreed for the Wave 2 bid as we recognise that this
bid process offers the opportunity to accelerate our plans for primary care and integration.
As part of the planning for the bid submission we are considering how we will continue to
develop our plans for primary care if we are not successful with the additional Prime
Ministers Challenge Fund as part of our primary care strategy.
The deadline for applications is very tight with the deadline of the 16th January 2015 and so
additional project support has been procured to help develop, co‐ordinate and write the bid
working in support to the Networks.
PMS Equitable Funding Review
The CCG has taken a co‐ordinating role bringing together the Local Medical Committee (LMC)
(on behalf of all Wakefield practices), NHS England area team (the current contract holders)
and Wakefield Council Public Health Department (which will assume responsibility for the
NHS health checks which are currently included in the core PMS contract in Wakefield).
The CCG has commissioned an independent review of all the current GP practice contracts in
Wakefield carried out by Capsticks Solicitors which has informed the discussions.
The priorities at the next joint meeting on 20 January are:




to give greater clarity to practices about their NHS contract income in the light of the
recently published primary care budget allocations
to agree a core, core plus and network level contracting model
to identify changes to the content of local contracts which will focus practices on work
that is consistent with the CCG's primary care strategy and minimise the burden of
contract monitoring.

Constitution
An application for approval for amendments to the CCG’s constitution has been submitted to
NHS England. The main changes include:






Revision to the election process for GP members of the Governing Body
Clarity about the election process to elect the Chair
Introduction of a Conflicts of Interest Management Committee and a Nominations
Committee
Additional power for the CCG to establish joint committees with the Local Authority,
NHS England and other CCGs
Definition of a ‘member’ of the CCG
4



Improve flexibility for the Governing Body to make decisions in between meetings
(e.g. in writing) and for members to join the meeting via telephone

In summer 2014 member practices were consulted about the proposed amendments, these
changes were then approved by the Governing Body in September 2014. In accordance with
authority delegated by the Governing Body, the detailed amendments were approved by the
Chief Officer, Chair and Lay Member (Audit) in December 2014. The final version of the
constitution was approved at a meeting of the CCG’s members on 6th January 2015.
Specialised Services developments 2015/16
As part of the ‘Call to Action’, NHS England is developing a five year strategy for specialised services,
which is in early stages of development. This will address the service specific objectives for the next
five years, overarching strategic objectives for the provision of a system of specialised healthcare as a
whole and the impact of co‐dependency between service areas.
From April 2015 in line with national policy guidance, NHS Wakefield Clinical Commissioning Group
(CCG) will be responsible for commissioning the following services which will need to be reflected in
local contracts:




Specialised wheelchair services
Outpatient neurology referrals made by GPs to Adult Neurosciences Centres; and
Outpatient neurology referrals made by GPs to Adult Neurology Centres.

Ministers have also agreed that the following services will no longer be commissioned by CCG’s and
will be reflected in NHS England contracts from April 2015:





some highly specialised adult male urological procedures
some adult oesophageal procedures
services for patients with homozygous familial hypercholesterolaemia; and
some adult specialist haematology services.

In October 2014 the Prescribed Specialised Services Advisory Group also recommended to Ministers
that the commissioning responsibility for renal dialysis services and morbid obesity surgery services
should transfer to CCG’s from 1 April 2015.
On the 27 November 2014 the Department of Health published a consultation document seeking
views from key stakeholders on what type of support CCG’s will need from NHS England to
commission these two services and whether the timing of the transfer is right. It is important to note
the consultation document is not proposing any changes to the services currently being commissioned
for our patients but a change to who commissions them.
The consultation closes on the 9th January 2015. The results will be analysed and used to inform the
decision on when and how to transfer commissioning responsibilities. A summary of the
consultation responses will be published before any amendments to secondary legislation are made.
The CCG will respond as part of the consultation process and Governing Board members will be
informed of the outcome of the consultation and next steps.
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Pinderfields General Hospital Wards Based Discharge Planning
The adverts for recruitment of nurses and coordinators for the ward based discharge
planning programme were advertised in NHS Jobs today. All other plans in connection with
this are progressing as scheduled.
Systems Resilience Group (SRG)
It has been exceptionally busy across health and social care in the led up to Christmas. The
999 service has seen high demand especially in the red category of calls. Mid Yorkshire
Hospitals NHS Trust (MYHT) have seen high demand in attendance at Emergency
Departments and with admissions. both services reporting high levels of acuity with
respiratory conditions. The SRG funded schemes are being operationalised with the aim of
assisting with the pressures across the system. Performance against the 95% emergency
care standard currently is at 93% for Quarter 3 (as of 30/12/14).
Transformation
The clinical model developed jointly for the integrated Emergency Departments and a first
draft outline service specification were presented to and approved at clinical cabinet 27th
November 2014 with the recommendation to progress to stage 2 (detailing the description of
the clinical model and design of the business model for delivery).
Yorkshire Ambulance Service and WCCG collaborative Urgent Care Practitioner (UCP) scheme
has been operational since 10th November. The scheme aims to manage 999 demand in a
different way, with paramedics with advanced skills. The UCPs can undertake clinical
procedures and provide a range of treatments, for example they can treat a person if they
have had a fall, treat wounds and lacerations, as well care for those with long‐term
conditions. They are able to assess patients in their own home, offer some advanced
treatments and make referrals to the most appropriate agencies to continue the patients’
care at home rather than transporting the patient to hospital.
Assurance Process
The quarterly assurance process continues through 2014 – 2015 and as with previous
quarters we have been required to provide evidence as to how the CCG meets the six
domains set out by NHS England of:







Are patients receiving clinically commissioned, high quality services?
Are patients and the public actively engaged and involved?
Are CCG plans delivering better outcomes for patients?
Does the CCG have robust governance arrangements?
Are CCGs working in partnership with others?
Does the CCG have strong and robust leadership?

Alongside this evidence, Area Team usually meet with representatives from the CCG to
discuss performance to date, current issues, where issues may arise in the future and support
we may need in the future. For Quarter 2 however, Area Team made the decision to not
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hold these formal meetings but instead to hold a very informal meeting between the Area
Director and the Chief Officer which is possible in areas where there is a strong history of
assurance. Following both the submission of evidence and the meeting held in December,
we have now received a letter from Moira Dumma, Area Director, to confirm that for quarter
2, Wakefield CCG is fully assured across all six domains. The letter of confirmation is
attached for information (Appendix 1).
Summary of Petition received from MP regarding GP Budget cuts
On 2 December 2014 the CCG received a petition which states:
“I am totally opposed to the Government slashing £3.8 million from GPs budgets in our area
which could see small practices closing; 38 full time doctors or 95 full time nurses being lost;
and patients waiting longer to be seen by a GP”
The petition included a total of 3635 signatures. The petition was supported and co‐ordinated by a
number of local MPs.
Working Together Programme

The Working Together Programme held a series of clinical workshops throughout November
and December across the various work‐streams to develop clinical thinking and potential
options for new ways of providing services. It also held its first stakeholder awareness event
on the 16th December to raise awareness about the programme potential changes to
improve services across the patch. The event was well attended by the full range of
stakeholders including OSCs and Healthwatch. The programme has also undergone a recent
Department of Health Gateway Review which made a number of recommendations to help
strengthen the programme as it moves into Phase 2 and is reviewed in the context of the Five
Year Forward View and how it can support commissioners with responding to
recommendations in the recently published Dalton Review.
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Our Ref: MD/ch

NHS England (West Yorkshire)
3 Leeds City Office Park
Meadow Lane
Leeds
LS11 5BD
Email: moiradumma@nhs.net
Tel:0113 82 47511

Jo Webster
Accountable Officer
Wakefield CCG

30 December 2014
Dear Jo,
Re: Wakefield CCG Quarter 2 Assurance 2014/15
This letter captures some of the key issues which are important to note, as well as actions
agreed at our meeting on 24 November 2014.
Yorkshire Ambulance Service
I will speak to the West Yorkshire CCG Accountable Officers in order to get good support
around you as the lead commissioner for YAS. We note the work you are intending to
undertake to strengthen the role of the contract monitoring board, including its governance. I
have also agreed to ring Lyn Simpson at the TDA in order to discuss the executive team at
YAS.
Mid Yorkshire Hospitals NHS Trust
We discussed the Referral to Treatment Time Audit report produced by CAPITA and you
agreed to send me a copy of the report. We note that you have asked MYHT for a formal
response to the report. We also note that you now attend the MYHT Quality Steering Group.
Co-commissioning of primary care
We note that you are currently doing the PMS review and a Memorandum of Understanding is
in place
Partnership working with North Kirklees CCG
You are in the process of implementing significant change across Wakefield and North
Kirklees and this is testing your governance arrangements. I am confident that you are
continuing to review these arrangements on an ongoing basis.
Thank you again for meeting with us and for the open and constructive dialogue. On the basis
of the information we have and our ongoing discussions with the CCG we can confirm that for
quarter 2 the CCG is assured across all six domains.
Yours sincerely

Moira Dumma
Director (West Yorkshire)

High quality care for all, now and for future generations
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Children’s Safeguarding Board
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Governing Body

Date of Meeting:
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Paper Title:

Winterbourne View – time for change

Purpose (this
paper is for):

Decision
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Agenda
Item:
Public/Private Section:

Public
Private
N/A

Assurance



Report Author and Job Title:

Chris Makin, Senior Commissioning Manager

Responsible Clinical Lead:

Jo Pollard, Chief of Service Delivery and Quality

Responsible Governing
Board Executive Lead:
Recommendations:

Jo Pollard, Chief of Service Delivery and Quality

Information
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It is recommended that the Governing Body:
i note receipt of the report on progress regarding the Winterbourne View cohort of patients;
ii note new guidance received –‘ Winterbourne View, Time to Change’ published in November 2014; and
iii note the potential implications for Wakefield Clinical Commissioning Group.
Executive Summary:
The report will provide the background and context of the Winterbourne View scandal, Government response
and subsequent actions locally.
In Wakefield 15 people have been included in the Winterbourne View cohort and to date 5 have been
discharged from their hospital setting, 2 have a discharge date planned and 8 have just been reviewed and
either have a discharge date or will have a discharge date within six months.
The national guidance ‘Winterbourne View, Time to Change’ published in November 2014 makes a series of
recommendations which are summarised. A revised action plan is being developed to reflect this guidance and
will be monitored by the Winterbourne View Assurance Group.
Link to overarching principles
from the strategic plan:

Outcome of Impact
Assessments completed (e.g.
Quality IA or Equality IA)

Citizen Participation and Engagement
Wider Primary Care at Scale including Network
development
A Modern Model of Integrated Care
Access to the Highest Quality Urgent and Emergency
Care
A Step Change in the Productivity of Elective Care
Specialised Commissioning
Mental Health Service Transformation
Maternity, Children and Young People
Transformation
Organising ourselves to deliver for our patients
Not applicable







Outline public engagement –
clinical, stakeholder and
public/patient:
Assurance departments/
organisations who will be
affected have been consulted:

Not applicable

Nicola Pearce (Adult Transformation Team Quality Manager, WMDC)
Kathleen Ryan (Commissioning Manager, Continuing Care, CSU)

Previously presented at
committee / governing body:

Not applicable

Reference document(s) /
enclosures:

http://www.england.nhs.uk/wp‐content/uploads/2014/11/transforming‐
commissioning‐services.pdf

Risk Assessment:

Not registered on the risk register

Finance/ resource implications:

Potential resource implications through meeting the recommendations of
the Time to Change document

Governing Body – ‘Winterbourne View, Time to Change’
This report to Governing Body provides as context the background information about the
Winterbourne View Hospital scandal and the local response to the subsequent national directives. It
goes on to summarise new guidance on the subject, ‘Winterbourne View, Time to Change’ (Nov
2014) and the potential implications for Wakefield Clinical Commissioning Group.
Appendix 1 describes the scale of abuse at Winterbourne View Hospital that was uncovered by the
Panorama programme in May 2011. The subsequent investigation and government report drew
clear conclusions and made specific recommendations for those patients with learning disabilities
and/or autism placed in those settings. Due to the limited success in discharging patients back to
their homes or a community setting, nationally and locally an issue, there is now considerable
pressure being exerted to review and plan the discharge of the remaining patients within that
cohort. Wakefield CCG is working with NHS England and the Improving Lives Team to assess current
need and challenge the rationale for continuing a hospital placement over the commissioning of a
community package of care. New Guidance from NHS England, ‘Winterbourne View, Time to
Change’ (Nov 2014) makes recommendations for the future commissioning of services for people
with learning disabilities and/or autism.
Appendix 2 summarises the recommendations of the ‘Winterbourne View, Time to Change’
document under five headings:









Strengthening the rights of people with learning disabilities and/or autism through the
development of a Charter of Rights. These include access to personal budgets and personal
health budgets and protection of tenancies if admitted to hospital;
Forcing the pace on commissioning by requiring local commissioners to follow a mandatory
framework. This will be a vehicle to transfer as much responsibility as possible from
specialist commissioning to Clinical Commissioning Groups and incentivise the development
of community provision;
Steps will be implemented to force the closure of inappropriate inpatient facilities through
the commissioning framework and tougher registration requirements;
Building capacity in the community to enable support to be provided at the lowest level of
restriction to individuals safely, with resources allocated from Government to support this;
and
Holding people to account including commissioners and providers about their respective
performance and practice supported by an improved collection and publication of
performance data and a monitoring framework at a central and local level.

The paper was received during December and detailed guidance has not been developed yet by NHS
England. Potential implications for the CCG are:




Challenge regarding releasing resources from current contracts in order to fund personal
health budgets;
Potential financial implications if resources are not transferred with responsibility; and
Commissioners will need to work with current and potential providers to develop the market
in order to meet a wider spectrum of need locally, with accompanying resource implications.

The CCG is fully engaged in the process through membership of the Regional Specialist
Commissioning Forum for Learning Disabilities hosted by NHS England. As the detail and full
implications emerge, Governing Body will be updated.

Appendix 1
Background:
In May 2011the BBC programme Panorama exposed serious abuse at Winterbourne View Hospital in
South Gloucestershire, a private hospital operated by Castlebeck. It was designed to accommodate
24 patients in two separate wards, and was registered as a hospital providing assessment, treatment
and rehabilitation for people with learning disabilities.
At Winterbourne View, the staff had committed criminal acts, and six were imprisoned as a result.
However, the Serious Case Review showed a wider catalogue of failings at all levels, both from the
operating company and across the wider system.
An interim report was published in June 2012, followed by the full Government response;
Transforming Care: A National response to Winterbourne View Hospital published in December
2012. The review drew the following conclusions:






Patients stayed at Winterbourne View for too long and were too far from home
There was an extremely high rate of ‘physical intervention’
Multiple agencies failed to pick up on key warning signs.
There was clear management failure at the hospital
A ‘closed and punitive’ culture had developed

The Review also exposed wider concerns about how people with learning disabilities or autism and
with a mental health condition or challenging behaviours were being treated in England:




Inappropriate placements – too many people are being placed inappropriately in hospitals
for assessment and treatment, and staying there for long periods.
Inappropriate care models – too few people are experiencing personalised care that allows
them to be in easy reach of their families, or their local services.
Poor care standards – there are too many examples of poor quality care, and too much
reliance on physical restraint.

In response the Government proposed a series of measures to improve care for people with
challenging behaviour in a new Programme of Action. These included:








An end to all inappropriate placements by 2014
Every adult who is in a specialist autism or learning disability hospital setting will have their
care reviewed by 1 June 2013; and
If they would be better off supported in the community then they should be moved out of
hospital as quickly as possible and by no later than 1 June 2014.
Stronger accountability and corporate responsibility for owners and directors of private
hospitals and care homes:
Tighter regulation and inspection of providers
Better local planning and national support:
Greater transparency and strong monitoring of progress

From a CCG perspective the review made it clear that the Government expected urgent progress to
be made on improving standards:
• NHS and social care commissioners had to review all hospital placements (those in a bed on 31st
March 2012) by June 2013;
• NHS and social care commissioners would support everyone inappropriately placed in hospital to
move to community based support as quickly as possible and no later than 1 June 2014; and
• Every area would put in place a locally agreed joint plan for high quality care and support services
for people of all ages with challenging behaviour which accords with the model of care by April 2014.

Progress nationally and locally:
At the time of the Winterbourne View Concordat in December 2012 there was much confusion
regarding who exactly qualified as one of the Winterbourne View cohort i.e. a person with a learning
disability or autism on 31st March 2012 in a health funded hospital bed. For example, people with
learning disabilities in an acute mental health hospital bed were counted by some areas and not
others. Information was also lost between local and national commissioning organisations with there
being no definitive list of people at the time due to lack of communication between national and
local commissioning agencies. In Wakefield 11 people met the criteria initially and a further 4 were
added to the list at a later point as they had been in a mental health bed.
From a learning disability service user perspective, the weakness in the Winterbourne View
recommendations was, and still remains, that placements out of area, other than in a hospital
setting were not included in the concordat guidance despite being similar in the levels of monitoring
by placing authorities. In April 2014 the local authority reported that 87 out of area placements in
residential settings were in place and a paper is being developed to review all of these placements
following a progression model similar to that of the current Winterbourne View reviewing process,
set in place by NHS England.
At the deadline of 1st June 2014 for people to be ‘returned to area’, nationally about half the cohort
had achieved this aim. In Wakefield the national picture was mirrored where 8 people remained in
their setting, with the predominant reason being ‘clinically appropriate’. In most instances this was
due community provision as an alternative in Wakefield not being available.
However, much pressure has been placed on NHSE to support Clinical Commissioning Groups to
comply with the primary Winterbourne View recommendation and as a result there are weekly
discussions with Ministers over progress. Accordingly guidance has been produced by NHS England
that illustrates the process by which all remaining Winterbourne View patients, who do not have a
discharge date, will be reviewed in a way that assesses current need and challenges thinking about
potential ways of supporting locally. Much pressure has been exerted by NHS England on Clinical
Commissioning Groups to achieve targets with weekly submissions of data and conference calls on
the subject, as well as reviewing and commissioning support sessions facilitated by NHS England.

The Independent Living Team is a team within NHS England that is carrying out a project to assist
commissioners in delivering the directive. From Wakefield six people have been reviewed by the
Independent Living Team and the remaining two by Continuing Health Care colleagues. All eight will
either be discharged or have a date for discharge within 6 months.
New guidance:
The Government has released a new document; Winterbourne View, Time for Change (November
2014) which makes recommendations about transforming the commissioning of services for people
with learning disabilities and/or autism. A summary of this document has been provided (Appendix
2) and focuses on five key areas:






Strengthening rights of people with learning disabilities and/or autism
Forcing the pace on commissioning through increased requirements on Clinical
Commissioning Groups
Increased registration requirements, inspection and potential closures of inappropriate
hospital settings
Building capacity in the community to enable support to be provided at the lowest level of
restriction to individuals safely
Holding people to account including commissioners and providers about their respective
performance and practice

Wakefield (Clinical Commissioning Group and the local authority) are responding to the
recommendations through several work streams:






A joint review of learning disability services and the underpinning commissioning
arrangements via external review currently underway. This will provide potential options
that will support the transformation of learning disabilities to be fit for purpose now and in
the future
Winterbourne View Assurance Group monitoring the Winterbourne View cohort and
development of credible local and community packages of support.
Development of an adult autism service locally in line with new national guidance currently
in the consultation phase.
Transformation of learning disabilities service model along the same principles adopted by
the mental health transformation programme (to be determined)

These work streams will report to the Learning Disabilities Partnership Board and other appropriate
governance structures.

Appendix 2
Winterbourne View – A Time for Change
Transforming the commissioning of services for people with learning disabilities and/or autism
Report by the Transforming Care and Commissioning Steering Group (2014)
Recommendations:
1. Strengthening rights
1.1 The Government should draw up a Charter of Rights for people with learning disabilities
and/or autism and their families, and it should underpin all commissioning.
1.2 People with learning disabilities and/or autism should be given a ‘right to challenge’ their
admission or continued placement in inpatient care. Such a right should be accompanied by
free support from an independent, multi‐disciplinary team, including ‘experts by
experience’.
1.3 In cases where people with learning disabilities and/or autism are not able to challenge the
decisions regarding their care it is essential that the commissioners paying for the care take
the responsibility to challenge the appropriateness of the admission or continued
placement in inpatient settings.
1.4 NHS England should extend the right to have a personal budget (or personal health budget)
to more people with learning disabilities and/or autism, along with support to manage
those budgets.
1.5 The Government should look at ways to protect an individual’s home tenancy when they
are admitted to hospital, so that people do not lose their homes on admission and end up
needing to find new suitable accommodation to enable discharge.
2. Forcing the pace on commissioning
2.1 The Government and NHS England should force the pace on commissioning by requiring
local commissioners to follow a mandatory framework.
2.2 NHS England should devolve the budget and responsibility for commissioning services for
this group as much as possible from NHS specialist commissioning to Clinical Commissioning
Groups so that local commissioners are more clearly incentivised to ensure that there is
adequate community based provision, and admitting an individual to a secure bed is never
the ‘easy option’ for local commissioners.
2.3 Through a mandatory framework, NHS England should require local NHS commissioners to
pool their spending with commissioners of social care and housing services for adults with
learning disabilities who present behaviour that challenges, and mandate them to produce a
single, outcomes‐focussed plan for using that spending, covering a period of a number of
years.
2.4 Local plans should be required to follow a basic mandatory framework, answering questions
such as:
- What measureable objectives does the plan aim to achieve?
- How will the goals be achieved?
- How the plan ensures local services take a whole life course approach.
- Who will be responsible for success?
- What analysis of current and future need has been undertaken?

-

How the plans have been co‐produced.

2.5 The commissioning framework should describe the kind of approach to commissioning we
need to see. Commissioners need to:
- Take a more pro‐active, long term approach – planning what kind of services will need
to be in place for people from childhood onwards, rather than reacting to crises as they
emerge.
- Take a more collaborative approach to engaging with providers. Commissioners need to
stimulate the market, encouraging the entry and development of smaller, more
innovative providers.
- Take a more outcomes based approach, so that payment is increasingly linked to
outcomes for people, rather than hours of support provided.
2.6 To ensure that local plans are realistic and robust, NHS England and the LGA should
scrutinise and assure them. The process should also involve scrutiny by panels (at a local
and national level) of people with learning disabilities and/or autism and their families.
Local commissioners that submit plans which are insufficiently ambitious or robust should
be given extra support to improve them.
2.7 Community based providers should be given a right to propose alternatives to inpatient
care. This should be an opportunity for people who can put together innovative solutions –
providers, voluntary organisations, support brokers, advocates – to take the initiative.
3. Closures
3.1 The commissioning framework should be accompanied by a closure programme of
inappropriate institutional inpatient facilities, driven by tougher registration requirements,
local closure plans, and leadership by NHS England.
3.2 The community services that the hospitals will be replaced with should be genuinely what
people with learning disabilities and/or autism want, and the CQC needs to be vigilant
against allowing hospitals to simply go on providing the same institutional care under a
different label.
3.3 Each area should forecast the number of inpatient beds it believes it should have based on a
population needs assessment. This should be developed in partnership with people with
learning disabilities and/or autism and their families.
3.4 NHS England, as a direct commissioner of many inpatient beds, should decommission
inpatient services that it currently pays for, that are surplus to need. It should seek to start
doing this at the earliest opportunity, sending a clear signal to the provider market about
the direction of travel.
3.5 NHS England should set a clear timeline for a closure programme of institutions which do
not accord with the model of care that the Government committed to following the
Winterbourne View scandal.
4. Building capacity in the community
4.1Health Education England, Skills for Care, Skills for Health and partners should develop as a
priority a national workforce ‘Academy’ in this field, building on work already started by
Professors Allen and Hastings and colleagues.
4.2 There should be a clear programme of action which includes a clear role for people with
learning disabilities and/or autism and their families, who should be employed to help
deliver it.

4.3 A ‘Life in the Community’ Social Investment Fund should be established to facilitate
transitions out of in‐patient facilities and build up capacity in community‐based services. We
recommend that the Government should allocate £30 million from LIBOR fines or other
sources to this fund.
4.4 We can reduce the risk that we are asking providers to take by reforming commissioning
and clinical practice, so that providers have greater confidence that if they invest in
expanding community services, there will in fact be take‐up.
4.5 To address capital needs, the proposed Government backed fund should start by exploring
three potential interlinked solutions, namely:
a) A payment for outcomes fund, whereby investment would be advanced to community‐
based services upfront, for example to fund working capital to increase staffing teams
and also some specialist property adaptations.
b) A linked social property fund, whereby a fund would acquire properties and refurbish
them if necessary, before leasing those properties to housing providers.
c) Additionally, a £10 million ‘market development fund’, building on similar initiatives by
the Cabinet Office, which would support the building of local partnerships or consortia
and support them to be ‘investment ready’, as well as supporting smaller, more
innovative providers and expand their services.
5. Holding people to account
5.1 Action on the recommendations above should be accompanied by improved collection and
publication of performance data, and a monitoring framework at a central and local level.
5.2 Data on key indicators such as admission rates, length of stay, delayed transfers and
number of beds by commissioning authority should be collected and published. Both local
commissioners and all relevant national bodies should be held to account for implementing
the recommendations above.
5.3 Local commissioners should be held to account by local people, including those with
learning disabilities and/or autism and their families (for instance through learning disability
partnership boards or similar). They should also be held to account by NHS England.
5.4 National bodies should be held to account through existing governance structures that
include people with learning disabilities and/or autism (such as the Transforming Care
Assurance Board co‐chaired by the Minister for Care and Support and Gavin Harding MBE).
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It is recommended that the Governing Body:‐
i.
note the current performance against the CCG strategic objectives and Quality Premium; and
ii.
approve the actions being taken to address areas of underperformance.
Executive Summary:











A&E performance at MYHT has met the standard for the YTD, Although not in the current month
YAS Cat A (Red1) and Cat A (Red2) 8 minute response times have met the operational standard In October
for the CCG although not YTD.
There continues to be no reported 12 hour Trolley waits for the year to date.
The CCG and Trust have met all the required standards for cancer indicators for 2ww waits,
The CCG and MYHT have met the monthly Referral to Treatment – Incomplete pathway performance for the
second consecutive month.
6 Week Diagnostic test waiting times have met the required standard during the period and the YTD for
both the CCG and MYHT
There have no occasions year to date where patients who have had cancelled operations have not been
offered a new date within 28 days.
SWYPFT placed in the lowest risk banding in the CQC’s intelligent monitoring report.
70% of NHS Wakefield CCG GP practices placed in the lowest risk band in the CQC’s primary care intelligent
monitoring. MYHT’s SHMI score continues to be one of the best in the area.
MYHT achieved all CQUIN indicators in Q2.

Key Success Stories
 2 week wait for urgent GP referrals for suspected cancer – performance met in month and year to date
 A&E 4 hour wait – performance achieved year to date (Apr‐Oct 2014)
 10 practices (11 inspected) compliant with standards assessed at CQC inspections
 70% of GP practices placed in the lowest risk banded in the CQC’s intelligence monitoring for General
Practice (18% higher than the national picture)
 SWYPFT placed in the lowest risk banding in the CQC’s intelligence monitoring for mental health
Key areas for improvement
 Ambulance turnaround targets continue to fail the required standard
 YAS Red 1 and 2 response times continue to fail the required standard
 62 day wait from referral to first definitive treatment for cancer continue to fail the requires standard for
the CCG

 Two Referral to Treatment pathways (admitted and non‐admitted) failed to meet the required standard for
October 2014
 1 pre‐48 hour MRSA bacteraemia case was reported in September – the first CCG assigned case in 2014/15

Link to overarching principles
from the strategic plan:

Citizen Participation and Engagement
Wider Primary Care at Scale including Network development
A Modern Model of Integrated Care
Access to the Highest Quality Urgent and Emergency Care
A Step Change in the Productivity of Elective Care
Specialised Commissioning
Mental Health Service Transformation
Maternity, Children and Young People Transformation
Organising ourselves to deliver for our patients

Outcome of Impact
Assessments completed (e.g.
Quality IA or Equality IA)
Outline public engagement –
clinical, stakeholder and
public/patient:
Assurance departments/
organisations who will be
affected have been consulted:



Not applicable

Not applicable

Assurance on areas of underperformance or risks to safety and quality are
discussed with providers through respective contractual and quality
governance arranagements.

Previously presented at
committee / governing body:

Integrated Governance Committee –20 November and 18 December 2014

Reference document(s) /
enclosures:

Not applicable

Risk Assessment:

Mitigating actions have been included within the report and risks are
captured as appropriate in the Board Assurance Framework and Corporate
Risk Register.
Mitigating actions required to improve performance or quality are assessed
on an individual basis for any finance or resource implications

Finance/ resource implications:

Integrated Quality and Performance Report
January 2015
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Executive Summary
Report Content
Recommendations
It is recommended to:
1. Note the current performance against the CCG’s strategic objectives and Quality Premium
2. Approve the actions being taken to address performance area’s
All data relates to October 2014 unless otherwise stated
Key Success Stories
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A&E performance at MYHT has met the standard for the YTD,
Although not in the current month
YAS Cat A (Red1) and Cat A (Red2) 8 minute response times have
met the operational standard In October for the CCG although not
YTD.
There continues to be no reported 12 hour Trolley waits for the year
to date.
The CCG and Trust have met all the required standards for cancer
indicators for 2ww waits,
The CCG and MYHT have met the monthly Referral to Treatment –
Incomplete pathway performance for the second consecutive
month.
6 Week Diagnostic test waiting times have met the required
standard during the period and the YTD for both the CCG and MYHT
There have no occasions year to date where patients who have had
cancelled operations have not been offered a new date within 28
days.
SWYPFT placed in the lowest risk banding in the CQC’s intelligent
monitoring report.
70% of NHS Wakefield CCG GP practices placed in the lowest risk
band in the CQC’s primary care intelligent monitoring.
MYHT’s SHMI score continues to be one of the best in the area.
MYHT achieved all CQUIN indicators in Q2.











Area’s for Improvement

The Acute Trust and Ambulance turnaround targets continue to fail
to meet the required standard.
YAS Cat A (Red1) and Cat A (Red2) 8 minute response times have
failed to meet the operational standard for YTD.
IAPT performance has improved compared to the Q1 position, but
continues to be below the required standard.
The CCG has failed to meet the monthly position for 62 day cancer
waiting time from GP referral to first definitive treatment for Cancer
for both period and YTD position.
The trust has failed to meet the required standard for the period in
cancer 31 day waits for subsequent treatment where treatment is
surgery.
The CCG has reported one over 52 Week Wait for Incomplete
pathways during the current period, MYHT have reported three
during the same period.
Vicarage Court received 2 enforcement actions from the CQC.
MYHT harm free care performance dipped in September, but all local
acute providers are failing to achieve the 95% target
The CCG and Trust have failed to meet the required standards for
RTT indicators in Non admitted and Admitted pathways.

Current Intelligence
YAS performance against the Cat A Red 1 and 2 operational standards remains below the required standard, it is unlikely the year end position will deliver the
required operational performance standard.
The 2014/15 Quality Premium continues to be at risk due to the performance of RTT Incomplete pathways at MYHT and YAS Ambulance response times.
The cumulative A&E performance measure is under pressure due to unprecedented demand currently being seen

Executive Summary
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Executive Summary
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Executive Summary

6

Strategic Performance Monitoring
Summary
•
•

7

There are a total of 28 strategic performance measures from the NHS Constitution used by the CCG to measure strategic
performance. The measures have been aligned to the thematic characteristics within the 5 Year strategic plan.
A number of additional supporting measures also been aligned to the strategic planning themes, with a view to identifying wider
system performance and effectiveness.

Strategic Performance Monitoring
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Strategic Performance Monitoring
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Strategic Performance Monitoring
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Citizen Participation and Empowerment

Contents
• Additional Support Measures
• Quality Intelligence Group October and November 2014
• Complaints – Learning themes
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Citizen Participation and Empowerment: Friends and Family Test

Additional Support Measures
Trend Information
Indicator

Reporting Period

National
Average

Clinical
Lead

Commissioning
Lead

•
•

Dr AS

LE

Dr AS

LE

Oct

•
•

Dr DB

LE

Dr AS

KB

√
√

D.A.

YTD

Actual

From previous
Previous months score card
Month

Report

YAS
Friends and Family Test ‐ Calderdale, Kirklees and
Wakefield
Friends and Family Test ‐ Staff

Net promoter score

Sep

75 (Trust target)

72.7

75.9

% of staff recommeding Trust as place to receive treatment

Q2

77%

79%

74%

↓

••••••
New indicator

NHS Wakefield
NHS Wakefield PALS

NHS Wakefield Complaints

12

Number of contacts

Oct

28

269

↓

Number of complaints received

Nov

4

47

↓

Citizen Participation and Empowerment: Quality Intelligence Group October 2014
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Citizen Participation and Empowerment: Quality Intelligence Group November 2014
Quality Intelligence Group: The Group represents every team within the CCG, plus colleagues from Public Health, the Local Authority, Healthwatch and the Commissioning
Support Unit working in relevant functions, such as complaints, PALS, engagement and communications. At each meeting a template captures and triangulates ‘soft’
intelligence from sources such as Patient Opinion, feedback from member practices, PALS enquiries, media reports, staff observations (including patient safety walkabouts)
and staff/family experiences. From this key themes are identified and any actions agreed dependent on the strength of evidence, link with ‘hard’ data sources, and
judgement on the level of concern. Quality Intelligence Group documents are now available on Skyline along with an interactive board for the sharing of intelligence.
50 items of intelligence gathered
Key theme

PMS review
‐ MP Letters
Delayed Diagnosis
‐ Shoulder
‐ Spleen
‐ medication incorrect – LCD
Mental Health
‐ access to crisis
‐ ADHD/ASD (Child/Adult)
‐ acute liaison service
Access policy implementation
by MYHT

14

Source of
evidence

Strength of
evidence

Hard
evidence
link

Service
provider



PALS / complaints

GP
practices



Engagement
PALs / Complaints
NDU / GP

MYHT,
GP
Health
visitor






Engagement
PALs / Complaints
NDU / GP
Other
Engagement
PALs / Complaints
NDU / GP
Feedback
Other

SWYPFT
Quality
Report

Level of
concern

Medium

Actions
1.
2.
3.
1.

Low

2.
1.

SWYPFT

High
1.

Referral to
treatment
data

MYHT

Medium

Briefing distributed to MP’s
Primary care steering group established.
NHS England confirmed no funding lost from the
district.
GP Quality Lead to share examples with MYHT
Medical Director for investigation
Medication error passed to LCD – PALS to feedback
response
CQUIN indicator regarding Crisis team suggested for
2015/16.

MYHT Access Policy circulated to CCG’s for comment
Service Improvement Team to feedback consultation
to QIG

Citizen Participation and Empowerment: NHS Wakefield CCG Complaints and Compliments
Learning and Action Points Identified
The following is an overview of the learning points identified as a result of all the formal complaints, MP enquiries and patient enquiries received by NHS Wakefield CCG
since 1 April 2013. In the financial year 2013/14, 11 cases had learning points identified, whilst in the year to date (7 months of the 2014/15 financial year) 13 cases have
had learning points identified at this point. Please note that learning points are not identified until the final stages of a case, once the investigation has been completed.
Please be aware however, that for an individual case it is possible for a significant number of learning or action points to be identified that relate to differing themes and
differing organisations. This is reflected below:

Learning Themes
14

Specsavers
GP

12
10

Hemsworth Park
Nursing Home

8

Virgin Care (Assura)

6

The Practice

4

NHS England LAT

2
0

Commissioning Support
(CHC)
Yorkshire Ambulance
Services Trust
Leeds Teaching
Hospitals Trust
Mid Yorkshire Hospitals
NHS Trust
NHS Wakefield CCG
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Access to the highest quality urgent and emergency care

Contents
•
•
•
•
•
•
•
•
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Additional Support Measures
Exception Report ‐ A&E 4 Hour waiting time standard
Exception Report –Acute Trust Turnaround Times
Exception Report – Ambulance Turnaround Times
Exception Report – Ambulance Response Times
Exception Report – YAS STEMI
Exception Report – YAS Stroke
Exception Report – YAS Staff Sickness

Access to the highest quality urgent and emergency care

Additional support measures
Wakefield CCG
Indicator

Reporting Period

Target

2013/14 CCG
Performance

Actual

YTD

Provider

Trend Information
FOT

From previous
Month

Actual
Previous months score card

YTD

FOT

Trend from
previous Month

D.A.

Clinical Lead

Commissioning Lead

Exception
Report

Dr AS

JF

Aug

Dr AS

JF

Dr CJ

JF

Sep

Sep

MYHT

Emergency Re‐admissions

Emergency readmissions within 30 days
following an elective spell
Emergency readmissions within 30 days
following an emergency spell

Sep

<3.5%

‐

Not reported at CCG Level

Not reported at CCG Level

3.3%

3.7%

3.7%

↑

Sep

<12.6%

‐

Not reported at CCG Level

Not reported at CCG Level

12.0%

12.1%

12.1%

↓

•
•

% of clinical call backs within 10 mins

Sept

98%

30.0%

•

% calls answered within 60 seconds

Sept

95%

‐

% of warm transfers

Sept

95%

31.0%

35.4%

31.9%

31.9%

% Definitive Clinical Assessments in time

Oct

95%

87.2%

100.0%

99.1%

99.1%

% Emergency within 1 hour

Oct

95%

58.6%

62.0%

62.0%

62.0%

% Urgent within 2 hours

Oct

95%

76.9%

76.4%

75.9%

75.9%

% Less Urgent within 6 hurs

Oct

95%

92.4%

97.1%

96.2%

96.2%

July

81.0%

82.8%

Not reported at CCG Level

July

88.0%

86.0%

YAS

YAS 111 Performance

YAS Out of Hours Performance

Stemi

30.2%

↓

95.1%

95.3%

95.3%

35.1%

31.0%

31.0%

99.6%

99.1%

99.1%

55.1%

54.0%

54.0%

68.7%

66.8%

66.8%

95.5%

88.7%

88.7%

↓
↓
↑
↓
↓
↓

Not reported at CCG Level

85.0%

81.3%

81.3%

↑

Not reported at CCG Level

Not reported at CCG Level

95.6%

86.0%

86.0%

↑

•
•
•
•
•
•
•

30.0%

Not reported at CCG Level

Not reported at CCG Level

↓
↑
↑
↓
↓

Dr CJ

JF

Dr AS

JF

Dr AS

JF

Dr AS

JF

Dr AS

JF

Dr AS

JF

Dr AS

JF

Nov

Cardiac arrest

% of patients who were discharged from
hospital alive following resuscitation by
ambulance service following a cardiac arrest

July

8.0%

10.3%

Not reported at CCG Level

Not reported at CCG Level

13.3%

9.8%

9.8%

↑

•

Dr AS

JF

Stroke

% of FAST positive patients potentially
eligible for stroke thrombolysis arriving at a
hyperacute stroke unit within 60 minutes of
the call being received

July

62.0%

64.5%

Not reported at CCG Level

Not reported at CCG Level

59.7%

57.5%

57.5%

↑

•

Dr AS

JF

Nov

Trust absence rate

Aug

<5%

5.9%

Not reported at CCG Level

Not reported at CCG Level

6.7%

6.5%

6.5%

↑

•

Dr AS

JF

Nov

Staff absence

17

% of patients with ST‐elevation myocardial
infarction who received an appropriate care
bundle
% of patients receiving primary angioplasty
within 150 minutes.

30.2%

30.0%

↓

•••••
•••••
•••••
•••••
•••••
•••••

27.6%

26.7%

Access to the highest quality urgent and emergency care: Exception Report
NHS Constitution Indicator

A&E 4 Hour waiting time standard ‐ % Patients who spent 4 hours or less in A&E
Wakefield CCG

Indicator

Reporting Period

Target

2013/14 CCG
Performance

Actual

YTD

Trend Information
FOT

From previous
Month

Provider
Actual

Previous months score card

YTD

FOT

Trend from
previous Month

D.A.

Clinical Lead

Commissioning Lead

Exception
Report

•

Dr AS

LD

√

MYHT
A&E 4 hour waiting time standard

% Patients who spent 4 hours or less in A&E

Oct

95%

96.8%

Not reported at CCG Level

Not reported at CCG Level

94.2%

95.8%

95.8%

↓

Description of underperformance identified: The Trust achieved performance of 94.2% against the 95% target for patients waiting less than 4 hours in
A&E. Of the 21,761 patients that accessed A&E services, 1254 waited over 4 hours,

Reason for Underperformance

Actions taken

The ma i n rea s on for del a ys i n A&E In response to the identified underperformance, the Trust
delivered the following immediate tactical recovery actions:
i s bed wa i ts whi ch res ul ts i n
• ‘Home for Lunch’ initiative – discharge planning and
pres s ure wi thi n the A&E
execution pivotal to recovery.
Depa rtment.

• Discharge Matron to case manage all delays.
• Plan to re‐open medical wards
• Matron allocated to wards to allow Band 7 nurses to support
re‐opening of closed beds and safe staffing levels.
• Heads of Clinical Service to complete point prevalence
studies on their wards.

The ma i n contri buti ng fa ctor i s
s ta ffi ng l evel s a cros s the Trus t
res ul ti ng i n res tri cted bed
a va i l a bi l i ty a nd pa ti ent fl ow:
• Annua l l ea ve duri ng peri od
• Short term s i cknes s
MYHT have gone out to international recruitment of nurses
• Reorga ni s a ti on of ca pa ci ty to
which should deliver increased resource availability.
determi ne nurs e to pa ti ent ra ti os .
Another rel a ted i s s ue i s the
Del a yed Tra ns fers of Ca re, whi ch
i mpa cts on pa ti ent fl ow a nd i s
reported through the MYHT Trus t
Boa rd.

The CCG has also completed the following:
• During the period there was an escalation call to review
system pressures.
• Focused workstream between all SRG partners on Discharge
Planning and Process development to identify discharge and
an improvement plan to rectify. This focuses on the
interdependency between urgent/ emergency care and the
Care Closer to Home agenda.
• Consideration has been taken to change the use of the
Intermediate Tier beds which should improve patient flow.
The Integrated Care Programme lead is working with the Local
Authority to re‐invigorate the patient choice policy for
patients entering long term care facilities.

Wakefield CCG ‐ A&E 4 hour Waiting Time Standard
100.0%
98.0%
96.0%
94.0%
92.0%
90.0%

Action Plan in Place
Risk Register ID
Clinical Lead

Yes
451
Dr Adam Sheppard
Sally Bell

Commissioning Lead
MYHT Executive Contract Board
CCG Assurance
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Access to the highest quality urgent and emergency care: Exception Report
NHS Constitution Indicator

Acute Trust Turnaround Times ‐ All handovers between ambulance and A&E should take place within 15 mins
Wakefield CCG

Indicator

Reporting Period

Target

2013/14 CCG
Performance

Actual

YTD

Provider

Trend Information
FOT

From previous
Month

Actual
Previous months score card

YTD

FOT

Trend from
previous Month

D.A.

Clinical Lead

Commissioning Lead

Exception
Report

•

Dr AS

LD

√

MYHT
Acute Trust ‐ Turnaround Time

All handovers between ambulance and A&E
should take place within 15 mins

Oct

100%

74.5%

Not reported at CCG Level

Not reported at CCG Level

78.3%

↓

Description of underperformance identified: There were a total of 4220 handovers across the three MYHT A&E locations, of these 3183 took
place within 15 minutes, 719 took place between 15 and 30 mins, 137 between 30 and 60 mins, and 24 over 60 mins. The overall performance for
the Trust was 78.3% of handovers took place within 15 mins.

19

Reason for Underperformance

Actions taken

The individual site performance within
MYHT identifies Pinderfields as a
significant contributor to the Trust level
performance not being achieved:
Dewsbury – 93.2%
Pinderfields – 72.0%
Pontefract ‐ 86.3%
The three main reasons for the majority
of breaches are as follows
• No clinical staff being available
(Specifically in Pinderfields and
Dewsbury sites)
• No cubicles (Specifically in
Pinderfields and Dewsbury sites)
• Resus Patients
A comparison of handover performance
with the A&E 4hrs performance
standards does identify a correlation
between the two targets and
demonstrates the correlation to the
Trusts challenges in maintaining
patient flow.

Turnaround collaborative across CKW meets bi‐
monthly and is focused on identifying opportunities
for continual improvement of both the acute and
ambulance trusts performance against the
operational targets.
MYHT has developed an action plan which is now in
place. Specific actions include:
• Named triage nurses to be given clear responsibility
for policing and achieving target for turnaround times
on every shift
• Review of processes within A&E Departments –
discussion with lead Sisters relating to more timely
movement of patients from trolleys who do not
require them.
• Clear accountability on every shift to ensure
escalation so that actions can be taken to avoid/
reduce breaches.
• Self check in
As a result of this months performance the Trust have
reviewed the actions to ensure they are still robust
and sufficient to deliver a sustained performance
improvement.

Wakefield CCG ‐ Acute TRT‐ 15 mins between ambulance and
A&E
100.0%
90.0%
80.0%
70.0%
60.0%
50.0%

Commissioning Lead

Yes
427
Dr Adam Sheppard
Jenny Feeley

CCG Assurance

MYHT Executive Contract Board

Action Plan in Place
Risk Register ID
Clinical Lead

Access to the highest quality urgent and emergency care : Exception Report
NHS Constitution Indicator

Ambulance Turnaround Times ‐ All crews should be ready to accept new calls within 15 mins
Wakefield CCG

Indicator

Reporting Period

Target

2013/14 CCG
Performance

Actual

YTD

Provider

Trend Information
FOT

From previous
Month

Actual
Previous months score card

YTD

FOT

Trend from
previous Month

D.A.

Clinical Lead

Commissioning Lead

Exception
Report

•

Dr AS

JF

√

MYHT
Ambulance ‐ Turnaround Time

All crews should be ready to accept new calls
within 15 mins

Oct

100%

73.4%

Not reported at CCG Level

Not reported at CCG Level

85.7%

↑

Description of underperformance identified: Of the 4063 post handovers completed, 3484 took place within 15 mins, 541 between 15 and 30
mins, 35 between 30 and 60 mins, and 3 over 60 mins
Reason for Underperformance
Acros s Y&H pe rforma nce i s 85.7%,
a nd ra nges between 72.6% (Hul l
Roya l Infi rma ry) a nd 90%
(Pontefra ct Ge nera l Infi rma ry).
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Actions taken
Turnaround collaborative across CKW
meets bi‐monthly and is focused on
identifying opportunities for continual
improvement of both the acute and
ambulance trusts performance against
the operational targets.
Specific actions include:
• MYHT purchasing additional trolleys
for A&E
• Improving the governance and
processes supporting 'self handover' of
patients,
• Additional screens have been
provided at PGH,
• Notices regarding handover processes
and contacts have been displayed in or
close to notify and handover screens to
remind staff.
• YAS is in the process of implementing
a patient record system, which will
enable more accurate and timely
handover of patient information.

Wakefield CCG ‐ Ambulance TRT ‐ Crew clear within 15 mins
100.0%
95.0%
90.0%
85.0%
80.0%
75.0%
70.0%
65.0%
60.0%
55.0%
50.0%

Action Plan in Place
Risk Register ID
Clinical Lead

Yes
427
Dr Adam Sheppard

Commissioning Lead

Jenny Feeley

CCG Assurance

YAS Contract Management Group

Access to the highest quality urgent and emergency care : Exception Report
NHS Constitution Indicator

Ambulance Response times ‐ Cat A Red 1 and Red 2 ‐ 8 minute response times
Wakefield CCG

Indicator

Reporting Period

Target

2013/14 CCG
Performance

YTD

Actual

Trend Information
FOT

Provider
YTD

Actual

From previous
Month

Previous months score card

FOT

Trend from
previous Month

MYHT
Ambulance response times

Cat A (Red 1) 8 min response time

Oct

75%

80.5%

75.8%

73.5%

73.5%

↑

Ambulance response times

Cat A (Red 2) 8 min response time

Oct

75%

76.4%

75.1%

70.3%

70.3%

↑

••••••
••••••

73.9%

70.0%

70.0%

↑

73.9%

70.2%

70.2%

↑

Description of underperformance identified: YTD Position Oct 2014, the CCG achieved a performance of 73.5% and 70.3% against a target of
75% for Cat A Red 1 and Red 2 (8 Minute) response times respectively, and YAS achieved 70% and 70.2% against the same targets.
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Wakefield CCG ‐ Ambulance Response Times Cat A ‐ Red 1 and 2 ‐ 8 mins

Action Plan in Place
Risk Register ID
Clinical Lead
Commissioning Lead

Yes
426
Dr Adam Sheppard
Jenny Feeley

CCG Assurance

YAS Contract Management Group

Oct‐14

Jul‐14

Apr‐14

Jan‐14

Oct‐13

Jul‐13

87.0%
82.0%
77.0%
72.0%
67.0%
62.0%

Apr‐13

Oct‐14

Jul‐14

Apr‐14

Red 2

Jan‐14

92.0%
87.0%
82.0%
77.0%
72.0%
67.0%
62.0%

Oct‐13

Red 1

Jul‐13

Actions taken

YAS has already implemented a range of
improvement measures:
Increase in clinical staff/ Limited use of independent
sector crews / Use of Emergency Care Assistants/
Extension of meal break window/ Additional
modelling by external organisation to optimise rotas
and resource deployment/ Recruitment to 70
vacancies.
• The CCG’s and YAS have commissioned an
independent review of performance. Demand and
the appropriateness of the remedial action.
• Wakefield CCG has initiated a procurement for GP
The propos ed Remedi a l Acti on
Urgent conveyance through the 365 framework, this
Pl a n a nd tra jectori es pres ented by should provide additional capacity for low level
YAS to commi s s i oners i s s ti l l to
transfers thereby releasing capacity within YAS to
be fi na l i s ed i n l i ght of the Good
meet Red demand.
• The WY CCG’s have met with NHS E and the TDA with
Governa nce Ins ti tute Report.
a view to taking a more collaborative and co‐
ordinated approach to performance and action plan
management.

The Trus t ha ve been una bl e to
del i ver YTD the opera ti ona l
performa nce s ta nda rd, a t the
contra ct or a t a n i ndi vi dua l WCCG
l evel . There a re 3 ma i n fa ctors the
Trus t a re ci ti ng a s contri buti ng to
the underperforma nce :
• a n empl oyee res ource ga p
• the i mpa ct of rota cha nges
• i ncrea s ed i n dema nd Red 1 & 2.

Apr‐13

Reason for Underperformance

Access to the highest quality urgent and emergency care : Exception Report
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Access to the highest quality urgent and emergency care : Exception Report
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Access to the highest quality urgent and emergency care : Exception Report
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A step change in the productivity of elective care

Contents
•
•
•
•

25

Exception Report –Cancer 62 day wait from urgent GP referral to first treatment
Exception Report – 18 Week RTT – Completed Admitted Pathways
Exception Report – 18 Week RTT – Completed Non Admitted Pathways
Exception Report – RTT Waits over 52 Weeks for Incomplete Pathways

A step change in the productivity of elective care
NHS Constitution Indicator

Cancer 62 day wait from urgent GP referral to first definitve treatment
Wakefield CCG

Indicator

Reporting Period

Target

2013/14 CCG
Performance

Actual

Trend Information

YTD

FOT

From previous
Month

Previous months score card

Provider
Actual

YTD

FOT

Trend from
previous Month

MYHT
Cancer Waits ‐ 62 Days

Max 62 day wait from urgent GP referral to
first definitive treatment for cancer

Oct

85%

81.4%

71.4%

83.3%

83.3%

↓

••••••

79.8%

86.0%

86.0%

↓

Description of underperformance identified: The latest available data for October reports the Trust performance of 79.8% against the 85%
target. The Trust is currently reporting a performance of 86.0% for Q2.
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Reason for Underperformance

Actions taken

The under performance in October is
due to 26 breaches of the standard (33
pathways);
• Gynaecological : 3
• Haematological (Excluding Acute
Leukaemia) : 3
• Head & Neck : 3
• Lower Gastrointestinal : 4
• Lung : 4
• Skin : 1
• Upper Gastrointestinal : 2
• Urological (Excluding Testicular) : 6
• Inter Provider Transfer trajectories
will be required to be submitted to NHS
England by January and both MYHT and
commissioners will need to be involved
in agreeing these before submission.
• Public Health has agreed to undertake
a 3 month scoping exercise looking at
lung cancer service improvement,
which has been identified as a priority
area.

A local action plan is already in place
with the Trusts Cancer management
team.
Other actions to address performance
are:
• Ensure under‐performing tumour site
specific services achieve 7 day first
seen from referral to achieve tertiary
referral by day 38.
The CCG has:
• Through the Wakefield and North
Kirklees Cancer Locality Group
commissioned a 62 day pathway
performance review, with particular
focus on the Lung and Upper GI Tumour
Site.
• Requested a scoping paper for the
commissioning of an external audit/
review of cancer pathways within MYHT
which is under review.

MYHT ‐ Cancer 62 day wait from urgent GP referral to first definitive treatment
97.0%
95.0%
93.0%
91.0%
89.0%
87.0%
85.0%
83.0%
81.0%
79.0%
77.0%
75.0%
73.0%
71.0%
69.0%
67.0%
65.0%

Action Plan in Place
Risk Register ID
Clinical Lead
Commissioning Lead

Yes
492
Dr Abdul Mustafa
Michelle Ashbridge

CCG Assurance

MYHT Executive Contract Board

A step change in the productivity of elective care
NHS Constitution Indicator

18 Week RTT Waiting times ‐Completed Admitted pathways
Wakefield CCG

Indicator

Reporting Period

Target

2013/14 CCG
Performance

Actual

YTD

Trend Information
FOT

From previous
Month

Provider

Previous months score card

YTD

Actual

FOT

Trend from
previous Month

MYHT
18 Week RTT Waiting Time Standard

RTT Admitted pathways

Oct

90.0%

91.0%

87.3%

87.2%

87.2%

••••••

↑

82.5%

82.5%

↑

82.5%

Description of underperformance identified: In Oct 2014, 87.3% of the Completed Admitted pathways for the CCG (across all providers) and 82.5%
of the pathways for MYHT were within 18 weeks against the ≥90% target.

Oct‐14

Aug‐14

Jun‐14

Apr‐14

Feb‐14

The o utco me fo rm that the clinicians co mplete at the end o f their co nsultatio ns
had been re-designed and ro lled o ut during September with training and suppo rt fo r
the clinicians. A n audit schedule had been implemented to take a sample o f the
fo rms and check that the co rrect o utco me was used and identify any areas that the
Trust needed to re-address.
The validatio n o f the P atient Tracking List (P TL) invo lved getting the info rmatio n
co rrect fro m the po int that it was entered into the system. A ll the services were
validated to 18 weeks. The Trust had develo ped a plan fo r o n-go ing validatio n which
invo lved the implementatio n o f a validatio n team as a permanent reso urce
respo nsible fo r reviewing the waiting list o n a daily basis.
The Trust co nfirmed that fo llo wing the audit the Trust had put in place an actio n
plan which had been shared in o utline at the last ECB meeting.
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Dec‐13

There have been a co ho rt o f patients who have been added o n to the 18 week
pathway inco rrectly. These patients have been ward attenders o r ward discharges.
M embers o f staff invo lved in inputting data have been re-trained to minimise this
reo ccuring.

Oct‐13

The Trust had put in place a weekly mo nito ring repo rt. The repo rt identified where
the duplicates were o ccurring and then cleared thro ugh the o peratio nal team. The
ro le o f the validatio n team is to cleanse the data and ensure the waiting list is
accurate.

95.0%
94.0%
93.0%
92.0%
91.0%
90.0%
89.0%
88.0%
87.0%
86.0%
85.0%
84.0%
83.0%
82.0%
81.0%
80.0%

Aug‐13

M YHT info rmed that fo llo wing phase 1o f the implementatio n, which had lo o ked at
staff training, the Trust had undertaken wo rk in M ay/June. Fro m the end o f July the
waiting list had co nsistently reduced mo nth o n mo nth.

Wakefield CCG ‐ 18 weeks RTT Waiting Times ‐ Completed Admitted

Jun‐13

There are 9 spec ialties in total that have
failed.
• ENT – 62.5%
• General Surgery – 85.2%
• Geriatric Medic ine – 85.7%
• Gynaec ology – 81.6%
• Ophthalmology – 78.1%
• Oral surgery – 60.3%
• Plastic surgery – 85.2%
• Trauma and orthopaedic s – 67.8%
• Other – 89.8%

Actions taken
In relatio n to the perio d repo rted, the CCG co o rdinated a perfo rmance summit with
key stakeho lders. The purpo se o f this summit was to review and highlight areas
raised by the CHKS audit and also to discuss a sustainability plan.

Apr‐13

Reason for Underperformance
For the CCG ac ross all providers, there
were a total of 3585 patients that
c ompleted the admitted pathway of
whic h 628 waited over 18 weeks. This
was an inc rease of 169 c ompleted
pathways against the previous month’s
ac tivity.

Commissioning Lead

Yes
450
Dr Patrick Wynn
Linda Driver

CCG Assurance

MYHT Executive Contract Board

Action Plan in Place
Risk Register ID
Clinical Lead

A step change in the productivity of elective care
NHS Constitution Indicator

18 Week RTT Waiting times ‐Completed Non Admitted pathways
Wakefield CCG

Indicator

Reporting Period

Target

2013/14 CCG
Performance

Actual

Trend Information

YTD

FOT

From previous
Month

Previous months score card

Provider
Actual

YTD

FOT

Trend from
previous Month

MYHT
18 Week RTT Waiting Time Standard

RTT Non‐admitted pathways

Oct

95.0%

95.4%

90.4%

91.0%

91.0%

↑

••••••

89.3%

89.3%

89.3%

↑

Description of underperformance identified: In Oct 2014, 90.4% on the Completed Non Admitted pathways for the CCG (across all providers)
and 89.3% of the pathways for MYHT were within 18 weeks against the ≥95% target
Reason for Underperformance

Actions taken

For the CCG ac ross all providers, there
are a total of 7,038 patients waiting of
whic h 673 were waiting over 18 weeks.
There are 12 spec ialties in total that have
failed to meet the operational standard:

S e e a c t io ns in A dm it t e d P a t hwa y

• Dermatology – 80.9%
• ENT – 86.8%
• Gastroenterology – 84.1%
• General surgery – 84.5%
• Gynaec ology – 93.9%
• Ophthalmology – 93.2%
• Oral surgery – 84.0%
• Plastic surgery – 89.3%
• Respiratory Medic ine – 87.5%
• Trauma and orthopaedic s – 87.0%
•Urology – 90.6%
• Other – 89.5%

Wakefield CCG ‐ 18 weeks RTT Waiting Times ‐ Completed Non Admitted
98.0%
96.0%
94.0%
92.0%
90.0%
88.0%
86.0%
84.0%

Action Plan in Place
Risk Register ID
Clinical Lead
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Commissioning Lead

Yes
450
Dr Patrick Wynn
Linda Driver

CCG Assurance

MYHT Executive Contract Board

A step change in the productivity of elective care
NHS Constitution Indicator

Zero tolerance RTT Waits over 52 weeks for incomplete pathways
Wakefield CCG

Indicator

Reporting Period

Target

2013/14 CCG
Performance

YTD

Actual

Trend Information
FOT

From previous
Month

Previous months score card

Provider
Actual

YTD

FOT

Trend from
previous Month

MYHT
Number of 52 week Referral to
treatment pathways

number of patients on incomplete pathways
over 52 weeks

Oct

1

16

1

11

20

↔

••••••

3

21

36

Description of underperformance identified: The Trust identified three patients on incomplete pathways at the end of October that had been
waiting over 52 weeks. Only one of these patients has been identified as a Wakefield patient.
Reason for Underperformance

Actions taken

The Trust identified three patients on
inc omplete pathways at the end of
Oc tober that had been waiting over 52
weeks. Only one of these patients has
been identified as a Wakefield CCG
responsibility.
The Three breac hes at MYHT have been
identified in:
• 1 in Gynaec ology (Wakefield CCG)
• 1 in Oral Surgery (NHSE)
• 1 in Ophthalmology (North Kirklees CCG)
A full breac h analysis for eac h
oc c urrenc e has been provided by the
Trust whic h identifies the root c auses to
be:
• Gynaec ology Patient was due to
Inc orrec t c loc k stops
• Oral Surgery Patient was due to lac k of
spec ialist c onsultant c apac ity
• Ophthalmology Patient was due to
Inc orrec t c loc k stops
TCI dates for November were identified
for the Gynaec ology and Ophthalmology
patients, the Oral Surgery patient has
been disc harged.
All breac h patients were treated.

The Trust has identified the following
ongoing actions to ensure these types
of breaches do not occur again:
• Re‐education awareness and
knowledge of 18 weeks across various
teams
• Validation and tracking of patients at
10 weeks as part of the Trust wide
validation programme currently taking
place.
• Design of a new outcomes form.
• Review of workload of key
administration staff to ensure patient
tracking occurs robustly.
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The Trust believes the identification of
these breaches has been as a result of
a better data quality. This has improved
patient care by correctly reporting
waiting times and expediting care.

Wakefield CCG ‐ Zero tolerance over 52 week waits ‐ incomplete pathways
7
6
5
4
3
2
1
0

Action Plan in Place
Risk Register ID
Clinical Lead
Commissioning Lead

Yes
450
Dr Patrick Wynn
Linda Driver

CCG Assurance

MYHT Executive Contract Board

↓

Mental Health service transformation

Contents
• Additional Support Measures
• Exception Report – Improving access to psychological therapies

30

Mental Health service transformation

Additional Support Measures
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Mental Health service transformation
NHS Constitution Indicator

Improving access to psychological therapies ‐ People entering psychological therapies
Wakefield CCG

Indicator

Reporting Period

Target

2013/14 CCG
Performance

Actual

YTD

Trend Information
FOT

From previous
Month

Previous months score card

Provider
Actual

YTD

FOT

Trend from
previous
Quarter

D.A.

Clinical Lead

Commissioning Lead

•

Dr CH

MEz

Rightsteps
Improving Access to Psychological
Therapies

People entering psychological therapies

Q2

3.75 in Q4

10.6%

3.26%

6.38%

13.04%

n/a

••••

Not at Provider Level

Description of underperformance identified: The agreed performance requirement for the CCG is a level of 3.75% in Quarter 4 of 2014/15, the
current performance is 3.26% for Q2, based upon 1361 people entering treatment during the period.
Reason for Underperformance

Actions taken

The operational standard is
determined by the number of people
entering IAPT compliant services
against a nationally determined mental
health prevalence figure for the
population of Wakefield. There are a
number of issues that are affecting the
CCG’s performance:
• Referral levels
• Provider capacity to deliver services
• Waiting times (from referral to
entering treatment)
• Activity in non‐IAPT compliant services

The CCG is:
• Considering the future model of IAPT services to meet local needs as part
of the Mental Health Transformation Program
• Developing a Business Case to enable Well Women Centre to record
activity through IAPTUS to contribute to reporting/ recording activity
• Implemented monthly contract management meetings and a revised
performance reporting structure.

The performance reported in this
period includes additional activity
delivered through the SWYPFT (IAPT
service) that has not been previously
captured.
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The CCG has agreed with the Provider the following measures:
• Recruitment of a Psychological Wellbeing Practitioner agency worker who
will have a treatment only caseload, aimed at reducing Step 2 waiting lists.
• Current recruitment of an additional CBT Therapist to provide more
capacity for Step 3 treatments.
• Offering additional hours to all staff in order to increase treatment case
loads.
• Working with the University of Newcastle to secure additional training
places for courses, allowing the recruitment of more trainees.
• Movement to a self‐referral model so that only those patients that want
to access support do so. This will improve the effectiveness of referrals and
create capacity to assess patients and provide treatment.
• Implementation of a system to follow up with people on the waiting list on
a regular basis to ensure their circumstances have not changed.
• Development of alternative to 1:1 therapy to improve the effectiveness of
entering treatment.

Commissioning Lead

Yes
456
Dr Clive Harries
Michele Ezro

CCG Assurance

Contract Management Meeting

Action Plan in Place
Risk Register ID
Clinical Lead

Maternity, children and young people transformation
Contents
• Additional Support Measures
• Patient experience – What are people telling us?

Additional Support Measures
Wakefield CCG
Indicator

Reporting Period

Target

2013/14 CCG
Performance

Actual

YTD

Trend Information
FOT

From previous
Month

Provider
Actual

Previous months score card

YTD

FOT

Trend from
previous
Quarter

D.A.

Clinical Lead

Commissioning Lead

•

Dr AC

MC

•

Dr AF

AM

•

Dr AF

AM

MYHT

33

↔

Maternal Deaths

Number of maternal deaths

Sep

0

Breast Feeding Initiation

Initiation of breast feeding

Q1

60%

60%

57.5%

57.5%

57.5%

↓

Breast Feeding at 6 weeks

% infants totally or partially breast fed at 6
weeks

Q1

36%

33.3%

31.7%

31.7%

31.7%

↓

••••••
•
•

0

0

0

57.8%

57.8%

57.8%

↓

Exception
Report

Maternity, children and young people transformation

34

System Wide Quality Measures (Organising ourselves)

Contents
•
•
•
•
•
•
•
•
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Additional Support Measures
Exception report: MYHT staff absence
Exception report: MRSA – Wakefield CCG
Exception report: MYHT – Safety Thermometer
Patient Safety Walkabout – Pontefract and Monument House (October)
Patient Safety Walkabout – Dewsbury and District Hospital (November)
CQC Reports: Vicarage Court, Manor Park
MYHT CQC Report

System Wide Quality Measures (Organising ourselves)
Additional Support Measures

36

System Wide Quality Measures (Organising ourselves): MYHT staff absence
Exception Report

MYHT Staff absence
Indicator

Period

Target

Actual

YTD

Previous
performance

Trend –
previous month

Forecast
2014/15

Staff absence

Sep 14

<4%

4.51%

4.42

•••••

↓

•

th

Description of underperformance identified: MYHT missed their sickness absence target for the 4 consecutive month. The sickness absence rate in September 2014
was 4.51%, which compares to 4.14% in September 2013. The MYHT Trust Board approved a recovery plan in June 2014. Some of the actions from the from the recovery
plan are detailed below. The principal reason for absence at the Trust was previously identified as anxiety, stress, depression, other psychiatric illness. The Q1 Staff FFT
results highlighted that 40% of staff would recommend MYHT has a place to work, compared to the national average of 62%, which reflects why stress is the highest
cause of absence. Although the Q2 results improved, only 3% of staff participated in the survey, so this was not a representative sample.

Action
Undertake a benchmark review of sickness performance
against peers and national outliers.

Target date

Staff absence ‐ Target <4%
2013/14

Complete

Develop a performance dashboard for the Workforce
Committee that is reviewed monthly and describes
progress of performance and allows challenge to be

First Workforce Performance
Scorecard presented at
Workforce Committee in
November

HR to support Line Managers in ensuring Return to Work
interviews are completed after every episode of absence in
a timely manner.

Ongoing

2014/15

6

5.5

5

%

4.5

4

HR to support managers with meetings held with staff
who’s Bradford score is greater than 125. (The Bradford
score is a formula used to monitor staff absence, number of
separate absences x number of absences)

Ongoing

3.5

3

Apr May Jun

HR and matron providing additional support to Gate 34
(urology / gynaecology)
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Complete

Jul

Action Plan in Place
Clinical Lead
Commissioning Lead
Executive Lead
CCG Assurance

Aug Sep Oct Nov Dec Jan Feb Mar

Yes
Dr Patrick Wynn
Laura Elliott
Jo Pollard
MYHT Executive Quality Board

System Wide Quality Measures (Organising ourselves): MRSA
Exception Report

MRSA – Wakefield CCG
Indicator

Period

Target

Actual

YTD

Previous
performance

Trend –
previous month

Forecast
2014/15

MRSA incidence

Sep 14

0

1

1

••••••

↓

•

Description of underperformance identified: 1 MRSA case was assigned to Wakefield CCG in September 2014. There have been 3 cases in Wakefield District residents.
The 2 cases previously reported in June were assigned to LTHT and MYHT respectively.

No reasons for underperformance identified at Post
Infection Review (PIR). Patient had a number of co
morbidities which contributed to the MRSA
bacteraemia; Also history of previous MRSA
colonisation and 4 admissions to hospital during
2014.
This case was deemed to be an unavoidable.

Actions to be taken
Learning to be embedded following PIR

MRSA: NHS Wakefield CCG
MRSA incidence: Target ‐ 0

MYHT to review process to ensure alert
cards are distributed to patients
screened positive.

5

4

Care home to ensure risk assessments
are undertaken when patients found to
screen positive for alert organism
MYHT to ensure Community IPC team is
informed in a more timely manner of
results or issues which delay results

Number

Reason for Underperformance

3

2

1

0

Action Plan in Place
Clinical Lead
Commissioning Lead
Executive Lead
CCG Assurance
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Yes
Jane O’Donnell
Laura Elliott
Andrew Furber
MYHT Executive Quality Board

System Wide Quality Measures (Organising ourselves): Safety Thermometer
Exception Report

MYHT Safety Thermometer
Indicator

Period

Target

Actual

YTD

Previous
performance

Trend –
previous month

Forecast
2014/15

Patients receiving harm free care (falls, VTE,
pressure ulcers or catheter related urinary tract
infections)

Sep 14

95%

93.86

92.98

•••••••••

↑

•

Description of underperformance identified: The Patient Safety Thermometer defines harm free care as the proportion of patients surveyed not experiencing harm
from a fall within the previous 72 hours, VTE, pressure ulcers or catheter related urinary tract infections. Participating organisations submit data for every patient in their
care on a single day each month. Patients who are admitted with an existing pressure ulcer or catheter and a urinary tract infection are classed as suffering harm.
nd
Performance increased to 93.86% in September from 92.94% in August 2014, this represented the Trust’s 2 highest monthly score.

Actions to be taken

57 patients (3.04%) suffered new harm.
Performance in all 4 areas has improved since
September 2013, when 91.23% patients received
harm free care.
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%
80

Action Plan in Place
Clinical Lead
Commissioning Lead
Executive Lead
CCG Assurance

Yes
Dr Patrick Wynn
Laura Elliott
Jo Pollard
MYHT Executive Quality Board

Sep‐14

Aug‐14

Jul‐14

Jun‐14

May‐14

Apr‐14

70

Mar‐14

Falls: The Trust has commissioned an
external review of current practices. The
Trust has implemented a falls recovery
plan.

90

Feb‐14

Patients who are admitted with an existing pressure
ulcer or catheter and a urinary tract infection are
classed as suffering harm.
MYHT reported 96 pressure ulcers, the most
common source of harm in September. 40.63% (39)
were new pressure ulcers. These cases were spread
across the Trust, not confined to particular areas.
Analysis of nurse / midwife staffing levels published
by the Trust reveals that actual staff levels are
consistently not meeting planned levels.
This increases the risk of patients suffering harm

% Harm free (new harms)
100

Jan‐14

YTD
0.69
5.52
0.34
7.99

Dec‐13

Sep
0.59
5.12
0.27
3.21

MYHT Harm Free % (all harms)

Nov‐13

Aug
0.99
5.57
0.17
7.22

Oct‐13

Jul
1.01
4.37
0.39
5.34

Sep‐13

Jun
0.56
5.46
0.28
9.34

Harm free care

Aug‐13

Harm
Falls
Pressure ulcer
VTE
UTI

Pressure ulcer: The Trust has developed
a pressure ulcer action plan which was
reviewed at MYHT Executive Quality
Board on 23 October 2014. A Pressure
Ulcer Improvement Group is meeting
fortnightly to oversee implementation
and monitor progress, chaired by
Matron Tracey Berry. A member of the
Quality Team has been invited to attend.
A clear governance route to MYHT Trust
Board is in place. Actions include
reviewing training materials and support
available from the TVN team, and
invigorating the Link Nurse role.

Jul‐13

Reason for Underperformance
% patients suffering harm by type

System Wide Quality Measures (Organising ourselves): Patient Safety Walkabout
This summarises the findings from the Patient Safety Walkabout that took place at Dewsbury District Hospital House on 12 November 2014. Walkabouts involve a small
team of clinical and non‐clinical staff walking onto ward areas to note their first impressions and talk to patients and staff to identify areas of good practice and areas for
improvement. Representatives from Healthwatch in Wakefield and Kirklees regularly participate in the walkabouts.
Dewsbury District Hospital 12 November 2014
Ward 6 (gastroenterology / respiratory)
The walls were painted in bright colours to support those patients with dementia in familiarising them with their surroundings. The ward felt calm despite the high level of
dependency of the patients on the ward. Drug fridges were locked with regular fridge and temperature checks performed and recorded. Patients who required infection
prevention and control measures had appropriate signage and care plans in place. Not all documentation was fully completed. Care plan evaluations were a challenge to
read and understand. One patient reported they were happy with the care they were receiving, however they also commented that there was little stimulus through the
day. They did not have access to a television or radio and that she could only read so many magazines.
Radiology
The Team found one patient waiting on a trolley following their x‐ray. The Senior Radiographer the Team were speaking with, explained that some patients can be waiting
up to 20 minutes in order to be returned to their original ward. A member of staff stated that, since the department has received its own dedicated x‐ray porters, this
waiting has significantly reduced with some patients being returned to the ward straight after their x‐ray. The Team saw this in action with one gentleman being taken
straight from the x‐ray room, back to the ward. Feedback from A+E patients waiting for radiology investigations was very positive. The two patients the Team spoke to were
happy with all aspects (communication/waiting times etc.) of their investigations.
Endoscopy
The trolleys used for patients were cleaned and then labelled to show that the appropriate level of cleaning had been undertaken. Friends and Family Test cards were
available and that patients were encouraged to report feedback to the department. The Sister informed the Team that feedback was very positive and that no complaints
had been received. It is also positive to note the many cards of appreciation displayed within the department.
Children’s Assessment Unit
Children and families praised the quality of clinical care received. They felt well informed about their care plans. The unit was clean. Documentation was completed to a
good standard. Nursing staff said accessing medical support 24:7 was not a problem and a consultant ward rounds took place every day. One patient had been told they
could be discharged at 11:00 but was still waiting to go home at 13:30 as their medication had not arrived. Some patients are on the ward for 24 hours and it seemed that
only snacks were available.
Key Actions
Verbal feedback was given to a Senior Nurse once the walkabout was completed. A report is sent to the MYHT Chief Nurse. The report will be shared at MYHT Executive
Quality Board meeting on 15 January 2015.
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System Wide Quality Measures (Organising ourselves): Patient Safety Walkabout
This summarises the findings from the Patient Safety Walkabout that took place at Dewsbury District Hospital House on 12 November 2014. Walkabouts involve a small
team of clinical and non‐clinical staff walking onto ward areas to note their first impressions and talk to patients and staff to identify areas of good practice and areas for
improvement. Representatives from Healthwatch in Wakefield and Kirklees regularly participate in the walkabouts.
Dewsbury District Hospital 12 November 2014
Ward 6 (gastroenterology / respiratory)
The walls were painted in bright colours to support those patients with dementia in familiarising them with their surroundings. The ward felt calm despite the high level of
dependency of the patients on the ward. Drug fridges were locked with regular fridge and temperature checks performed and recorded. Patients who required infection
prevention and control measures had appropriate signage and care plans in place. Not all documentation was fully completed. Care plan evaluations were a challenge to
read and understand. One patient reported they were happy with the care they were receiving, however they also commented that there was little stimulus through the
day. She did not have access to a television or radio and that she could only read so many magazines.
Radiology
The Team found one patient waiting on a trolley following their x‐ray. The Senior Radiographer the Team were speaking with, explained that some patients can be waiting
up to 20 minutes in order to be returned to their original ward. A member of staff stated that, since the department has received its own dedicated x‐ray porters, this
waiting has significantly reduced with some patients being returned to the ward straight after their x‐ray. The Team saw this in action with one gentleman being taken
straight from the x‐ray room, back to the ward. Feedback from A+E patients waiting for radiology investigations was very positive. The two patients the Team spoke to were
happy with all aspects (communication/waiting times etc.) of their investigations.
Endoscopy
The trolleys used for patients were cleaned and then labelled to show that the appropriate level of cleaning had been undertaken. Friends and Family Test cards were
available and that patients were encouraged to report feedback to the department. The Sister informed the Team that feedback was very positive and that no complaints
had been received. It is also positive to note the many cards of appreciation displayed within the department.
Children’s Assessment Unit
Children and families praised the quality of clinical care received. They felt well informed about their care plans. The unit was clean. Documentation was completed to a
good standard. Nursing staff said accessing medical support 24:7 was not a problem and a consultant ward rounds took place every day. One patient had been told they
could be discharged at 11:00 but was still waiting to go home at 13:30 as their medication had not arrived. Some patients are on the ward for 24 hours and it seemed that
only snacks were available.
Key Actions
Verbal feedback was given to a Senior Nurse once the walkabout was completed. A report is sent to the MYHT Chief Nurse. The report will be shared at MYHT Executive
Quality Board meeting on 15 January 2015.
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System Wide Quality Measures (Organising ourselves): CQC Inspection
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System Wide Quality Measures (Organising ourselves): CQC Inspection
Provider
Date of Inspection
Review Type

Vicarage Court
18 and 25 September 2014
Routine inspection

Link to Report
Vicarage
CQC history: 18 November 2013‐ routine
inspection

Outcomes

Respecting and involving people who use services
Care and welfare of people who use services
Meeting nutritional needs
Safeguarding people who use services from abuse
Staffing
Assessing and monitoring the quality of service provision

Previous

Not assessed
Action needed,
moderate impact
Not assessed
Not assessed
Not assessed
Compliant

Current Status
X Not met this standard
X Enforcement action taken
X Not met this standard
X Not met this standard
X Not met this standard
X Enforcement action taken

When undertaking the inspection the CQC asked the 5 key questions. The CQC identified concerns in the following areas:
Is the service safe?
The service was not safe. Although, people told the CQC they felt safe in the home inspectors had concerns about staffing levels, the maintenance of the building and how
accidents and incidents were managed. Staff had a good understanding of the safeguarding procedures and felt confident any concerns reported would be addressed.
However, the CQC found accidents and incidents which had caused harm or injury to people were not always fully investigated or reported, when necessary, to
safeguarding. As a result of this inspectors notified the safeguarding team at the local authority
Is the service effective?
The service was not always effective. Most staff received regular training and support, although one staff member’s recruitment checks and induction training had not been
completed before they started working in the home. Some staff working with people living with dementia had not received any training in dementia care. This meant
people were at risk from staff who did not have the skills and knowledge to meet their needs. People said they did not enjoy the food, choices were limited and people
were not always supported to eat and drink enough to maintain their health.
Is the service caring?
The service was not always caring. People spoke positively about the staff and described them as ‘lovely’, ‘caring’ and ‘very good’. Some staff interactions were positive and
the CQC saw people benefitted from these staff who were quick to respond and compassionate. Other staff were task orientated and did not pick up or respond to people’s
needs, which meant people were ignored.
Is the service responsive?
The service was not always responsive to people’s needs. Care records did not always show the most up‐to‐date information about people’s needs, preferences and risks to
their care. Inspectors found improvements had not been made as stated in the provider’s action plan. The CQC were told a variety of activities were available for people,
however we saw little evidence of these or information about the activities on offer. People told us there was very little to for them to do
Is the service well led?
The service was not always well led. Although quality assurance systems were in place, these were not always effective. This meant risks were not always identified,
monitored and addressed and learning from incidents and accidents was not used to improve the quality of the service.
The Local Authority and NHS Wakefield CCG held a quality assurance meeting on 27 October 2014 at which Vicarage Court evidenced a number of improvements. A further
meeting took place on 12 December 2014. The home has now evidenced to the CCG that improvements have been made. The Local Authority and CCG will undertake a
Safety Walkabout on 12 January 2015.
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System Wide Quality Measures (Organising ourselves): MYHT CQC Report
The CQC published their inspection report of MYHT on 4 November 2014. Reports are available for dental services, the 4 community services listed below, the 3 hospital
sites and an overall report for MYHT. The Trust was inspected from 15 – 18 July 2014 and 27 July 2014.
Outcomes

Dental services

Safe

Good

Effective

Good

Caring

Good

Community health
inpatient services
Queen Elizabeth
House &
Monument House
Requires
improvement
Requires
improvement

Community health
services for adults

Community health
services for
children, young
people and
families

Community end of
life care

Dewsbury District
Hospital

Pinderfields
General Hospital

Good

Good

Good

Inadequate

Inadequate

Good

Good

Good

Requires
improvement

Good

Good

Good

Good

Responsive

Good

Good

Good

Good

Outstanding

Well‐led

Good

Requires
improvement

Outstanding

Requires
improvement

Good

Overall
rating

Good

Requires
improvement

Good

Good

Good

Pontefract
General Infirmary

MYHT

Requires
improvement

Requires
improvement
Requires
improvement

Requires
improvement

Good

Good

Good

Good

Requires
improvement
Requires
improvement

Requires
improvement
Requires
improvement

Requires
improvement
Requires
improvement

Requires
improvement
Requires
improvement

Requires
improvement

Requires
improvement

Requires
improvement

Requires
improvement

Inadequate

Key issues identified by the CQC:
Significant concerns about staff shortages and risk to patient safety on Gate 20 (respiratory) at Pinderfields.
Staffing levels and skill mix were identified as a significant concern across a number of services and locations.
There were no policies and processes to facilitate the development of adolescent transition services for those who needed to move to adult services.
There was a significant backlog of outpatient appointments.
The appropriate arrangements were not always in place for dealing with the storage, handling, administration and recording of medication.
There were serious concerns about the way the Mental Capacity Act 2005 assessments were undertaken and the lack of staff awareness and knowledge.
There were inconsistencies in record keeping including decisions over whether to attempt cardio‐pulmonary resuscitation.
There were high numbers of complaints regarding outpatients going back many months, reporting distress and frustration at delays in accessing appointments.
The trust was performing worse than the average for the development of pressure sores and catheter acquired infections.
There was a large backlog of typing for clinical notes and delays in discharge letters to GPs.
Action:
MYHT has produced a CQC Inspection 2014 Response and Action Plan. The CQC will carry out a further inspection in 6 months.
The CQC held a Quality Summit on 13 October 2014 with attendance from the Trust Development Agency, NHS England and Wakefield and North Kirklees CCG. The summit
considered the findings of the inspection, the Trusts response, proposed actions in response to the issues and identified and external support offer.
There is commissioner involvement in the Trust’s CQC 2014 Action Plan Steering Group, through the CCG’s Chief Officer.
The action plan was considered at the Joint (North Kirklees and Wakefield) Overview and Scrutiny Committee on 14 November 2014, presented by MYHT with the CCG’s present. a
Monthly progress reports on the action plan will be provided by the Trust at MYHT Executive Quality Board.
A Single Item Quality Surveillance Group was held on 11 December 2014 and the action plan was discussed at the Board to Board meeting on 13 November.
The CQC issued a formal request for information under Section 64 of the Health and Social Care Act 2008. The information requested included appraisal rates for medical staff,
training compliance (end of life, safeguarding, deprivation of liberty and mental capacity act), pressure ulcers, controlled drugs, vacancy rates, RTT (18 weeks) performance, DNACPR
audit, outpatient backlog, pathology equipment, and local risk registers. This information was provided to the CQC by 5 November 2014.
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Wider Primary Care

Contents
• GP CQC Intelligent Monitoring
• CQC Inspection Reports
i.
Riverside Medical Centre
ii.
Patience Lane Surgery
iii.
Crofton and Sharlston Medical Centre
iv.
Homestead Medical Centre
v.
New Southgate Surgery
vi.
Castleford Medical Practice
vii.
Northgate Surgery
viii. Orchard Croft Medical Centre
ix.
Stuart Road Surgery
x.
Chapelthorpe Medical Centre
xi.
Church Street Surgery
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GP CQC Intelligent Monitoring
In November 2014 the CQC has published their first GP intelligent monitoring findings. GP intelligent monitoring is an initial list of 38 indicators that currently cover three of
our five key questions ‐ Effective, Responsive and Caring. As with the approach followed in the Hospitals sector, the tool draws on existing and established national data
sources (e.g. QOF, GP Patient Survey), and each GP practice has been categorised into one of six priority bands for inspection, with Band 1 representing the highest risk.
The intelligent monitoring methodology identifies indicator scores that are significantly worse than the expected value, which is usually defined as the national average.
Indicators are flagged as showing ‘no evidence of risk’, ‘risk’ or ‘elevated risk’ depending on the difference between the indicator score and the expected value. An overall
score for each practice is calculated, based on the proportion of their indicators that are a ‘risk’ or ‘elevated risk’, and this is used to allocate the practice to a priority band
for inspection.
NHS Wakefield CCG Intelligent Monitoring overview
CQC Priority Banding for Inspection

Band 1

Band 2

Band 3

Band 4

Band 5

Band 6

Not banded
Inspection
report received

Wakefield CCG practices

3 (9%)

2 (6%)

1 (3%)

4 (12%)

3 (9%)

23 (70%)

6

8%

4%

5%

8%

15%

60%

11.8%

4.6%

6.2%

9.5%

15.7%

52.2%

Yorkshire and Humber practices
National

Band 1 practices: Stuart Road Surgery, The Grange Medical Centre, Patience Lane (The Patience Lane and Stuart Road Surgery CQC inspection reports were published after
bandings were released.)
Band 2 practices: Ash Grove Medical Centre, Eastmoor Health Centre
Band 3 practices: Dr Singh & partners (Church View Health Centre)
Band 4 practices: Henry Moore Clinic
Band 5 practices: Alverthorpe Surgery, Newland Surgery, New Southgate Surgery
Band 6 practices: Church Street Surgery, Maybush Medical Centre, The Friarwood Surgery, Drs DP Diggle & partners(Church View Health Centre) , Outwood Park Medical
Centre, Stanley Health Centre, The Grove Surgery, Warrengate Medical Centre, College Lane Surgery, Crofton and Sharlston Medical Practice, St Thomas Road Surgery,
Station Lane, Elizabeth Court Surgery, Ferrybridge Medical Centre, Park View Surgery, King's Medical Practice, Lupset Health Centre, Middlestown Medical Centre, Orchard
Croft Medical Centre, Prospect Surgery, Queen Street Surgery, The Almshouse Surgery, White Rose Surgery
Not banded: Riverside Medical Centre, Northgate Surgery, Castleford Medical Practice, Chapelthorpe Medical Centre, Homestead Medical Centre, Tieve Tara Medical
Centre as their CQC reports have recently been published.
Action:
Practices placed in Bands 1 and 2 will be visited by NHS Wakefield’s Clinical Chair and Executive Clinical Advisor as part of the Annual Practice Visit schedule.
Representatives from the Network Development Unit and Quality Team will support practices to develop and implement an action plan.
Update: The CQC have amended their methodology following feedback. This has resulted in 60 practices previously in higher priority bands 1 and 2 being moved into bands
which are of lower priority for inspection. At the time of writing this update it is not known whether any NHS Wakefield CCG practices have had their banding changed.
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Wider Primary Care: CQC inspection reports
Practices were inspected by the CQC to test their new inspection methodology for GP practices. Practices were not given a rating on this occasion, but was judged to be
compliant with the 5 questions. In future inspections practices will be given a rating of outstanding, good, requires improvement or inadequate.
Provider
Date of Inspection
Review Type
Link to Report

Provider
Date of Inspection
Review Type
Link to Report

Provider
Date of Inspection
Review Type
Link to Report

Provider
Date of Inspection
Review Type
Link to Report

47

Riverside Medical Centre
8 July 2014
Routine inspection
Riverside

Patience Lane Surgery
10 July 2014
Routine inspection
Patience

Crofton and Sharlston Medical Centre
8 July 2014
Routine inspection
Crofton

Homestead Medical Centre
7 July 2014
Routine inspection
Homestead

Outcomes

Previous

Safe
Effective
Caring
Well‐led
Responsive

Not applicable
Not applicable
Not applicable

Outcomes

Previous

Safe
Effective
Caring
Well‐led
Responsive
Outcomes

Safe
Effective
Caring
Well‐led
Responsive
Outcomes

Safe
Effective
Caring
Well‐led
Responsive

Not applicable
Not applicable

Not applicable
Not applicable
Not applicable
Not applicable
Not applicable

Previous
Not applicable
Not applicable
Not applicable
Not applicable
Not applicable
Previous
Not applicable
Not applicable
Not applicable
Not applicable
Not applicable

Current Status
Compliant
Compliant
Compliant
Compliant
Compliant

Current Status
Compliant
Compliant
Compliant
Compliant
Compliant
Current Status
Compliant
Compliant
Compliant
Compliant
Compliant
Current Status
Compliant
Compliant
Compliant
Compliant
Compliant

Wider Primary Care: CQC inspection reports
Provider
Date of Inspection
Review Type
Link to Report

Provider
Date of Inspection
Review Type
Link to Report

Provider
Date of Inspection
Review Type
Link to Report

Provider
Date of Inspection
Review Type
Link to Report
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New Southgate Surgery
7 July 2014
Routine inspection
New Southgate

Castleford Medical Practice
8 July 2014
Routine inspection
Castleford Medical Practice

Northgate Surgery
9 July 2014
Routine inspection
Northgate

Orchard Croft Medical Centre
10 July 2014
Routine inspection
Orchard Croft

Outcomes

Safe
Effective
Caring
Well‐led
Responsive

Outcomes

Safe
Effective
Caring
Well‐led
Responsive

Outcomes

Safe
Effective
Caring
Well‐led
Responsive

Outcomes

Safe
Effective
Caring
Well‐led
Responsive

Previous
Not applicable
Not applicable
Not applicable
Not applicable
Not applicable

Previous
Not applicable
Not applicable
Not applicable
Not applicable
Not applicable

Previous
Not applicable
Not applicable
Not applicable
Not applicable
Not applicable

Previous
Not applicable
Not applicable
Not applicable
Not applicable
Not applicable

Current Status
Compliant
Compliant
Compliant
Compliant
Compliant

Current Status
Compliant
Compliant
Compliant
Compliant
Compliant

Current Status
Compliant
Compliant
Compliant
Compliant
Compliant

Current Status
Compliant
Compliant
Compliant
Compliant
Compliant

Wider Primary Care: CQC inspection reports
Provider
Date of Inspection
Review Type
Link to Report

Stuart Road Surgery
9 July 2014
Routine inspection
Stuart

Outcomes

Safe
Effective
Caring
Well‐led
Responsive

Previous
Not applicable
Not applicable
Not applicable
Not applicable
Not applicable

Current Status
Partial compliance
Partial compliance
Compliant
Partial compliance
Partial compliance

Actions the practice must take
The practice recruitment policy was not always followed. Disclosure and Barring Service (DBS) checks were not always completed before employment commenced. The
practice did not have systems in place to regularly monitor the quality of the service being provided. These included:
- Lack of systems in place to monitor patient and staff safety, which would enable the practice to identify trends in incidents, safety issues, performance issues, and
to record learning.
- Plans for improving the service were not always in place and there were limited records to show how clinical audits and other monitoring systems were being used
to monitor the quality of the service at the practice.
- Some audits did not show how issues would be addressed, by when and by whom.
- Clinical supervision was not used for nursing staff; to assess their performance and overall delivery of appropriate treatment.
- Clear and planned governance structures were not in place.
- No risk management processes or strategies were used to monitor and improve the quality of service provided.
- Lack of systems for monitoring staff training and recording staff induction.
Action the practice should take
- The practice did not keep records of any meetings/discussions held at the practice, for example clinical, multi‐disciplinary, safeguarding or target meetings.
- The practice did not have records in place to show how complaints were investigated and by whom.
- The practice was unable to show how they were planning to address the remaining outstanding infection control issues and by when.
The provider must send CQC a report that says what action they are going to take to meet these essential standards.
The CQC also placed this practice in Band 1 as part of their Intelligent Monitoring, the highest risk band.
NHS Wakefield CCG’s Chair has since undertaken an Annual Practice Visit, supported by the Network Development Unit.
A further visit to the surgery will take place to help the practice develop and implement their action plan. Representatives from the Network Development Unit and the
Quality Team will be present.

49

Wider Primary Care: CQC inspection reports
Provider
Date of Inspection
Review Type
Link to Report

Provider
Date of Inspection
Review Type
Link to Report

Chapelthorpe Medical Centre
15 July 2014
Routine inspection
Chapelthorpe

Church Street Surgery
Practice able to evidence compliance
without visit
Follow up
Church Street

Outcomes

Safe
Effective
Caring
Well‐led
Responsive

Outcomes

Requirements relating to workers

Previous

Not applicable
Not applicable

Current Status
Compliant
Compliant
Compliant
Compliant
Compliant

Previous

Current Status

Action needed, minor impact

Compliant

Not applicable
Not applicable
Not applicable

The CQC did not revisit Church Street Surgery as part of this review because the surgery was able to demonstrate that they were meeting the standards without the need
for a visit.
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Dr Phil Earnshaw, Clinical Chair
Dr David Brown, Governing Body Quality Lead
Jo Pollard, Chief of Service Delivery & Quality

It is recommended that the Governing Body note the contents of paper and the Mid Yorkshire Hospitals NHS
Trust (MYHT) CQC Improvement Plan for information.
Executive Summary:
In November 2014 the Governing Body were advised of the outcome of the July 2014 CQC Hospital inspection
at MYHT and approved the proposed commissioner governance, monitoring and assurance actions.
The reports from the inspection were published on 4 November 2014 and gave an overall rating for the Trust of
‘Requires Improvement’ with Are services safe? rated as ‘Inadequate’ (related to nurse staffing levels and
outpatient appointment backlog) and Are services caring? rated as ‘Good’. Dental services, community services
and community end of life services were rated as ‘Good’. More detail on the ratings for each site and
community service inspected is included on page 44 of the Integrated Quality & Performance report.
An action plan and response to the formal request for information under Section 64 of the Health and Social
Care Act 2007 was submitted to the CQC on 5 November 2014. The action plan was discussed at the Board to
Board meeting (with Wakefield and North Kirklees CCGs and MYHT) on 13 November 2014, the Joint (Wakefield
and Kirklees) Overview and Scrutiny Committee on 14 November 2014 and monthly updates on progress with
implementation of the plan are being received at monthly Executive Quality Board meetings. There is
commissioner involvement in the Trust’s CQC 2014 Action Plan Steering Group through the Chief Officer.
A Single Item Quality Surveillance Group (QSG) was convened by NHS England on 11 December 2014, where the
Trust presented a progress update. Key themes and issues were identified across the organisations represented
at the QSG, which as well as the two CCGs, the Trust and NHS England, included Health Education England, the
Trust Development Authority, the CQC and Healthwatch Wakefield and Kirklees. These included overseas
recruitment; management of patient flow and acceleration of transformation; staff morale; performance issues;
and leadership capacity. However, the QSG concluded that there was a high level of confidence that the Trust
will progress with their improvement plan. A further QSG will be held in conjunction with the CQC re‐inspection
which will take place six months after the publication of the reports.
Attached is latest version of the CQC Improvement Plan which was presented to the MYHT Trust Board in
December 2014. The report explained that during November further work has been undertaken with Executive
Leads and Lead Officers to prepare a more detailed plan against each of the recommendations, including
monitoring and assurance processes. A performance management framework is being developed which will be
presented monthly to demonstrate progress and provide assurance to the Trust Board.
Link to overarching principles

from the strategic plan:

Citizen Participation and Engagement
Wider Primary Care at Scale including Network development
A Modern Model of Integrated Care
Access to the Highest Quality Urgent and Emergency Care
A Step Change in the Productivity of Elective Care
Specialised Commissioning
Mental Health Service Transformation
Maternity, Children and Young People Transformation
Organising ourselves to deliver for our patients

Outcome of Impact
Assessments completed (e.g.
Quality IA or Equality IA)
Outline public engagement –
clinical, stakeholder and
public/patient:
Assurance departments/
organisations who will be
affected have been consulted:
Previously presented at
committee / governing body:

Reference document(s) /
enclosures:
Risk Assessment:



Not applicable

Not applicable

Commissioning and Quality

Quality Summit – 13 October 2014
Governing Body – 11 November 2014
Board to Board meeting – 13 November 2014
MYHT Executive Quality Board – 20 November 2014
Integrated Governance Committee – 20 November 2014
MYHT Executive Quality Board – 11 December 2014
Single Item Quality Surveillance Group – 11 December 2014
Not applicable

The Board Assurance Framework includes Principle 6: Safe and high quality
experiences and clinical outcomes which describes the key controls and
assurances, and the actions to address gaps in controls and assurances.
Risk Register Reference number – 529

Finance/ resource implications:

At this moment in time there are no financial implications. However
this has been discussed at the Single Item QSG on the 11 December
2014.

CQC INSPECTION 2014 Chief Inspector of Hospitals Trust Level Action Plan (V4)
24 November 2014

Care Quality Commission (CQC) INSPECTION 2014 - RESPONSE AND ACTION PLAN

Introduction
In response to the CQC Inspection in July 2014 and the subsequent publication of the report, the Mid Yorkshire Hospitals NHS Trust (the Trust) has
developed a quality improvement plan to ensure delivery of the improvements required. An assurance framework has been established to support delivery of
the action plan and establish long term sustainability.
Stakeholder Involvement
The Trust Chief Executive is keeping stakeholders informed and involved in the process as appropriate, including the Health Overview and Scrutiny
Committee Chair and Officer, who were not present at the Quality Summit. The CQC Report and Action Plan will be considered at a Joint (Kirklees and
Wakefield) Overview and Scrutiny Committee on 14 November 2014.
The Trust communications team will also share media and press releases with stakeholders and work together with their communications teams.
NHS Trust Development Authority (TDA)
In its oversight and monitoring role, the TDA will work closely with the Trust ensuring that the outcomes identified are delivered. The TDA will ensure that the
Trust has sufficient transformational support to drive sustainable changes and improvements in line with the recommendations from CQC.
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Programme arrangements

2014 CQC Action
Plan

2014 CQC
Driving Clinical
Standards Group

2014 CQC Action
Plan Steering
Group

- Actions

- Chief Nurse

- MYHT Chief Executive

- Milestones

- Medical Director

- NHS Wakefield CCG

- Clear Outcomes

- Operations Directors

CCG Chief Officers

- Other Clinical Practice
and improvement leads

and NHS North Kirklees
-

MYHT Chief Nurse

The Programme arrangements are outlined in the diagram above.
•
•
•

The CQC Action Plan is based on the recommendations in the CQC report, all actions are allocated to an Executive Director.
The 2014 CQC Driving Clinical Standards Group will meet weekly and ensure that transformational change is identified and delivered to a set
timescale with measurable milestones. The Group will report fortnightly to the Steering Group and to Clinical Executive Group by exception
The 2014 CQC Action Plan Steering Group will meet fortnightly and take an oversight and monitoring role ensuring that milestones are being delivered
and achieved and that the Programme is working at pace to deliver successful sustainable outcomes from the recommendations in the Action Plan.
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Commissioner Involvement and Programme Arrangements
A fortnightly CQC 2014 Action Plan Steering Group has been established, the members are:
Stephen Eames – Trust Chief Executive
Sally Napper – Trust Chief Nurse/Deputy Chief Executive
Jo Webster – NHS Wakefield CCG Chief Officer
Chris Dowse – NHS North Kirklees CCG Chief Officer
Celia Weldon, Trust Company Secretary will be in attendance for administration and ensuring the link with the Trust Board.
The key terms of reference of this Group are to:
•

Receive and agree the key milestones for achievement of the Action Plan actions and ensure that these are brought to the weekly meeting as they
are due
Hold lead Executive Directors to account for their actions within the action plan and the milestones
Receive a fortnightly briefing from the Driving Clinical Standards Group.
Agree key messages to Trust Board and CCG Governing Bodies
Consider ongoing communication with CQC
Consider joint media/press releases and working with other key stakeholders where applicable
Ensure that there is appropriate progress ahead of the 2015 CQC Inspection revisit.

•
•
•
•
•
•

A weekly Driving Clinical Standards Group has been established, reporting and accountable to, the Steering Group. This is an Action Plan Working Group
and is chaired by the Chief Nurse to ensure that milestones and outcomes are identified and realised, ensure timely progress on actions and provide
weekly update/presentation/evidence to the Steering Group.
This is a multi-disciplinary group. The key terms of reference are:
•
•
•

To be the key force in driving clinical standards within the organisation and delivering identified outcomes
Develop milestones aligned to each action in the action plan and agree with lead Executive Director
Develop timetable/plan for progress monitoring at weekly meetings and identification of slippage and barriers to achievement
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• Develop timetable/plan for weekly reports to the Chief Executive ahead of the 2014 CQC Action Plan Steering Group meetings, this should follow a
standard format including:
o Milestones reached against each action within timescale, with brief update of the outcomes achieved as a result, and sustainability
o Milestones not reached against each action within timescale, with reasons and proposed recovery
o Overall action plan progress and forecast progress
o Emerging issues and barriers
o Examples of outstanding/good practice/progress/innovation in achieving milestones and actions
• Establish, monitor and manage the risks associated and any updates required to the Board Assurance Framework
• Provide monthly reports to Executive Quality Board (EQB) on the Chief Inspector of Hospitals (CIH) action plan
• Collate the documents and outputs for CQC returns and Trust Board reports.
Internal assurance process and Committee’s
The sub board assurance committee’s of the Trust consist of the Risk Committee, the Quality Committee and the Workforce Committee. These assurance
committees will be the vehicle for scrutiny and challenge. They will seek assurance that the relevant actions associated with the CQC Improvement Plan
have been implemented prior submission to Trust Board. A monthly report will be provided to the Trust Board who will be required to sign off all completed
actions and be satisfied of assurance gained and ensuring the action plan is being delivered within required timescales.
Individual roles and responsibilities
Role of Executive Director:
•
•
•
•
•
•
•

Collective accountability for delivery of the CQC Improvement Plan
Accountable for the delivery of the actions relevant to the area of responsibility
Responsible for reporting to the Quality Committee on progress against the report plan by exception
Intervene to unblock problems associated with delivery of the improvement plan which may pose risks to achievement of the objectives
Hold the lead officer and service improvement groups to account for delivery of the plan
Identify resources required to support delivery of the improvement plan
Ensure evidence of assurance is provided to the Board Committee’s and Trust Board
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Role of the Non Executive:
•
•
•
•

Oversee and scrutinise the delivery of the CQC Improvement Plan
Hold the Executive Director’s to account for delivery of the improvement plan
To be assured of the quality of evidence to provide assurance on achievement of the plan
Gain assurance that risks associated with the plan and therefore quality of care are identified and managed appropriately

Role of the Lead Officer
•
•
•
•

Responsibility for the delivery of specific actions relating to areas for improvement
Escalate problems and risks to respective line manager governance group and responsible Executive to ensure early identification and resolution of
risks
Responsible for leading Service Improvement Group
Accountable to the Driving Clinical Standards Group and reporting on progress against the plan.

Evidence of performance and quality assurance.
The desired outcome / success criteria for each area of actions will be agreed with lead officers and executive, In addition measures to provide evidence of
performance and evidence of assurance will be identified against each action area.
Internal and External support.
The trust is working with AQuA to support staff in delivering quality improvement programmes. Identified Trust leads for the improvement action plan will work
with AQuA colleagues to develop capacity and ability to drive quality improvement programmes to ensure change is visible, measureable and sustainable.
Given the pace of change required, it was agreed at the Quality Summit held on the 13th of October that external support would be given from partner
organisations in establishing whole systems sustainable change. The actions agreed at the Quality Summit are on page 24.
In addition the TDA will support the Trust in:
•
•
•

•

Defining outcome measures that give evidence to demonstrate measurable change
Assist in ensuring appropriate governance process within the Trust
Agree and monitor sustainable improvement in Gate 20 core setting;
Provide specific support, advice and guidance eg medicines management, HCAI and safer staffing
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CQC Action Planning Assurance Process
Interim Head of Quality will be responsible for
coordinating action plan acitvity
Action plan including measureable outcomes will be
developed

Nursing and Quality Team will coordinate this process

Action plans approved by Executive Leads

Progress to be reported at Driving Clinical Standards
Group

High priorities 2 weekly

Meduim priorities monthly

A risk register will be developed and maintained by
the Driving Clinical Standards Group

Driving Clinical Standards Group will report weekly to
CEG and CQC Action Plan Steering Group by exception

Full written progress report will be presented to Trust
Board for approval

Monthly wirtten progress reports will be submitted to
Quality Committee and Executive Quality Committee

Progress will be shared with frontline teams by
Divisional Governance Meetings and Head of Service
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If further assurance required
the author of the action plan
will be notified with
recommendations for actions

TDA
CCG
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Action Plan Key
Complete
Progressing w ithin timescale
Progressing behind timescale

Chief Inspector of Hospital’s Trust level action plan
ACTIONS THE TRUST MUST TAKE TO IMPROVE
No Domain
Recommendation
Exec
Lead/
Officer

Not on track to deliver

High level actions

Times
cale

Monitoring Assurance
Committee

Risk Management and Board Assurance
1

Well led

Ensure that the reporting of
performance, risk and
unsafe care and treatment
is robust and timely to the
Trust Board so that
appropriate decisions can
be made and actions taken
to address or mitigate risk
to patient safety.

Stephen

•

Eames
•

•
•
•
•
•
•
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Trust Board receive monthly
performance reports
Trust Board review Trust level
risk register and BAF
simultaneously 3 times per year
A verbal update on new trust
level risks is given monthly at
Trust Board
Review ToR for Risk
Management Committee
Review ToR and cycle of
business for Quality Committee
Review ToR and cycle of
business for the Divisional
Governance Committee
Established Improving Risk
Governance Group
Monthly Review of Trust Level,
Directorate, Programme and
Divisional Risk Registers at
Clinical Executive Committee

Dec
2014

•
•
•

Trust Board
Risk Management Committee
Clinical Executive Group (CEG)

Status

Commen
ts
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No

Domain

Recommendation

Exec
Lead/
Officer

2

Safe

Ensure recommendations
from serious incidents and
never events are monitored
to ensure changes to
practice are implemented
and sustained in the long
term

Sally
Napper

High level actions

•

•

•

Staffing levels and skill mix
Safe
Ensure there are always
3
sufficient numbers of
suitably qualified, skilled
and experienced staff to
deliver safe care in a timely
manner.

Sally
Napper

•
•
•
•
•
•
•

•
•
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Times
cale

Monitoring Assurance
Committee

Establish an SI panel to review
and scrutinise SIRI.
Review trustwide patient safety
bulletin
Review and establish a process
to ensure lessons learned from
incident management are
cascaded and improvement is
measured via the Trust audit
programme
Review ToR Patient Safety
Panel

Dec
2014

•

Quality Committee receives
quarterly reports on incidents
and serious incidents highlighting
lessons learned

Identify minimum and optimum
staffing levels for every ward in
line with national guidance
Benchmark with peer
organisations with regards to
staffing levels
Roll out safe care acuity tool
Roll out ERostering
Escalation procedure
Develop a recruitment and
retention plan
Design a communication
system for reporting and
displaying safe nurse staffing
levels
Roll out ward electronic boards
to communicate staffing levels
Deliver circle of excellence
band 7 leadership programme

May
2015

•

Monthly monitoring by Workforce
Committee
Monthly report to Trust Board on
staffing
6 monthly staffing review to
Workforce Committee and Trust
Board
Hard Truths data reported

•
•
•

Status

Comm
ents
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No

Domain

Recommendation

Exec
Lead/
Officer

High level actions

Times
cale

Monitoring Assurance
Committee

4a

safe

Review the skills and
experience of staff working
with children in the A&E
departments

Neil
Clark

•

Staff involved in the care of
young people in the A&E will
receive appropriate training and
support in maintaining skills
(PLS)

4b

Safe

Review the skills and
experience of staff working
with children, special care
baby unit and children's
outpatients clinics to meet
national and best practice
recommendations

Kevin
Oxley

•
•

Recruitment of 3 WTE RSCN
Long term plan to train current
staff in RSCN

Dec
2014

Workforce Committee
Trust Board

Address the backlog of
outpatient appointments,
including follow-ups, to
ensure patients are not
waiting considerable
amounts of time for
assessment and/or
treatment.

Neil
Clark

•

Clinical review of every patient
waiting over 1 month of
expected appointment
Additional clinic sessions in
operation including virtual
clinics where appropriate .

Nov
2014

Access booking and Choice Steering
Group
CEG

Ensure clinical
deteriorations in the
patient's condition are
monitored and acted upon
for patients who are in the
backlog of outpatient
appointments.

Richard
Jenkins

20k clinically validated and
appointments offered
Clinical review of every patient
waiting over 1 month of
expected appointment
MD to write to GP’s with action
to take if patients condition
deteriorates whilst waiting for
appointment
Search of Datix for delay in
treatments reported

Nov
2014

Access booking and Choice Steering
Group
CEG

Outpatients
5

6

Safe

Safe

•

•
•
•

•
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Status

Comm
ents
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No

Domain

Recommendation

Exec
Lead/
Officer

7

Safe

Review the 'did not attend'
in outpatients clinics and
put in steps to address
issues identified.

Neil
Clark

Ensure the procedures for
documenting the
involvement of patients and
relatives in 'Do Not Attempt
Cardiopulmonary
Resuscitation (DNA CPR)
are in accordance with best
practice at all times.

Richard
Jenkins

DNA CPR
Responsive
8

Ensure staff follow policy
best practice on DNAR
CPR when the patient
condition changes or on the
transfer of medical
responsibility
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High level actions

•
•

•
•
•
•
•

Times
cale

Monitoring Assurance
Committee

Remind + to be rolled out
across all specialties
Reduction in volume of short
notice clinics and
review of letter logic for all
appointment and
cancellation letters

Nov
2014

Access booking and Choice Steering
Group
CEG

Review procedures to ensure
compliance with best practice
Review of recent audits and
take corrective action
Ensure annual training includes
DNA CPR status on admission
and when condition changes
MD to write to all medical staff
to emphasise best practice.
Monthly spot check audit

Dec
2014

Mortality Group
Quality Committee

Status

Comm
ents
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No

Domain

Recommendation

Exec
Lead/
Officer

Ensure staff are aware of
the Deprivation of Liberty
Safeguards and apply them
in practice where
appropriate.

Sally
Napper

High level actions

Times
cale

Monitoring Assurance
Committee

Safeguarding
9

Safe

•
•
•
•
•
•
•

10

Safe
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Ensure staff are clear about
which procedures to follow
in relation to assessing
capacity and consent for
patient who may have
variable mental capacity.
This would ensure staff act
in the best interest of the
patient in accordance with
the MCA 2005 and this is
recorded appropriately.

Sally
Napper

Appoint MCA specialist advisor
Undertake training needs
analysis across all staff
Identify schedule for priority of
training
Establish trajectory for training
based on training needs
analysis
Develop MCA policy and launch
Work with OD to develop staff
group specific training
Promote E learning MCA
training to specific staff

• Baseline audit taken
• See above

Jan
2015

Safeguarding Group
Quality Committee

Jan
2015

Safeguarding Group
Quality Committee

Status

Comm
ents
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No

Domain

Recommendation

Exec
Lead/
Officer

11

Safe

Ensure all staff attend and
complete mandatory
training and role specific
training, particularly for
safeguarding and
resuscitation

David
Melia

Ensure all staff working in
urgent care settings
undertake where
appropriate level 3
safeguarding training.

Sally
Napper

Sally
Napper

12

Safe

High level actions

•

Times
cale

Monitoring Assurance
Committee

Marc
h
2015

Workforce Committee
Safeguarding Group
Quality Committee

• See 9 & 10

Jan
2015

Workforce Committee
Safeguarding Group
Quality Committee

•

Marc
h
2015

Workforce Committee
Quality Committee
Trust Board

Jan
2015

End of Life Steering Group
Quality Committee
CEG
Board.

•

Director of Engagement to
attend DMT;s for each division
to performance manage every
team together with relevant
Director of Op’s
Targets to be attained

Education and Training
13

Caring

Ensure staff receive
training on caring for
patients living with
dementia in clinical areas
where patients living with
dementia access services.

•
•

14

Safe
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Sally
Ensure staff are trained
Napper
on the End of Life care
plan booklet and updated
on the Trust's new policy.

Person centred dementia
workshops established for all
staff who have face to face
contact with patients living with
dementia.
Workshops held 3 times
monthly.
Training trajectory via CQUIN
indicator in place

• End of life care plan has
been agreed across the trust,
hospice and care homes,
implementation strategy in
place
• Policy to be updated to
reflect changes

Status

Comm
ents
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No

Domain

Recommendation

Exec
Lead/
Officer

Ensure pathology
equipment is fit for purpose
to reduce the risk of
delayed diagnosis and
potential spurious results
which could lead to
misdiagnosis.

Kevin
Oxley

High level actions

Times
cale

Monitoring Assurance
Committee

compl
ete

CPA accreditation is maintained
Quality assurance is undertaken daily

Medical equipment
15

Safe

•

•
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The pathology equipment
within the service is regularly
maintained, with
maintenance contracts in
place. Each of the machines
is assessed and quality
checked daily in line with
national standards and CPA
accreditation. There are
contingency plans in place
due to the age of the
analyzers.
The pathology procurement
tender process is ongoing at
this time which will replace
the analyzers as part of a
managed service contract.
The aim is to award the
tender this calendar year.

Status

Comm
ents
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No

Domain

Recommendation

Exec
Lead/
Officer

16

Safe

Ensure equipment in A+E
department is appropriately
cleaned and labelled and
stored in an appropriate
environment.

Kevin
Oxley

High level actions

•

•

17

Safe

Ensure all anaesthetic
equipment in theatres and
resuscitation equipment in
clinical areas are checked
in accordance with best
practice guidelines

Kevin
Oxley

•
•

•
•

Medicines Management
Ensure the pharmacy
18 Safe
department is able to
deliver an adequate clinical
pharmacy service to all
wards.

Richard
Jenkins

•
•
•
•
•
•
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The Infection Prevention and
Control team will support
A&E dept. Manager to
develop a standard operating
procedure for the cleaning
and storage of equipment
The Trust uses tape to
evidence equipment is clean
Monthly audit schedule in place
Daily check are undertaken by
ward staff to ensure
resuscitation equipment is in
date and complete
Monthly check sheets are sent
to resuscitation dept
There is an escalation process
in place to report non
compliance with daily check
Identify min and optimum
clinical pharmacy staffing levels
Review current ward resources
allocation against min and
optimum staffing levels
Benchmark staffing levels
against national standards and
peers group
Develop options appraisal and
business case
Recruitment plan to fill existing
vacancies
Daily operational plan for
management and allocation of
staff levels

Times
cale

Monitoring Assurance
Committee

Nov
2014

IPC
Quality Committee

compl
ete

The Resuscitation Committee
receives assurance of daily check
and reports directly to the Quality
Committee

Feb
2015

Medicines Management Committee
report to Quality Committee

Status

Comm
ents
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No

Domain

Recommendation

Exec
Lead/
Officer

19

Safe

Ensure staff are trained and
competent with medication
storage, handling and
administration.

Richard
Jenkins

High level actions

•
•
•
•
•
•

20

Safe

Ensure controlled drugs are
administered, stored and
disposed of in accordance
with Trust policy, national
guidance and legislation.

Richard
Jenkins

•
•
•

21

Safe
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Ensure all clinical areas
minimum and maximum
fridge temperatures are
recorded to ensure
medications are stored
within the correct
temperature range and
remain safe and effective to
use.

Kevin
Oxley

•
•

Times
cale

Monitoring Assurance
Committee

Review current training
processes
Review the competency
assessment processes
Design a new assurance for
ensuring staff are trained and
competent
System for reviewing medicines
incidents and analysis of
themes
Design and develop 6 monthly
audit schedule
Schedule for spot checks

Feb
2015

Medicines management to Quality
Committee

Review the Trust policy on the
administration, storage and
disposal of CDs
Review training processes and
competency assessment
Analyse incidents and themes
Review the 3 monthly checks of
CD storage

Feb
2015

Medicines management to Quality
committee

Ward and departmental check
lists in place
Spot audit by Pharmacy
department

compl
ete

Medicines management to Quality
Committee

Status

Comm
ents
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No

Domain

Recommendation

Exec
Lead/
Officer

Ensure the 5 steps to safer
surgery (WHO) is
embedded in theatre
practice

Richard
Jenkins
Neil
Clark

High level actions

Times
cale

Monitoring Assurance
Committee

Theatres
22

Safe

•
•
•

23

Safe/
responsive

Review the access and
provision of sterile
equipment and trays in
theatres to ensure that they
are delivered in good time.

Kevin
Oxley

•
•

Establish monthly working
group
Redesign and roll out training
on the new Safer Surgery form
Audit schedule to ne devised to
check compliance
Review to be undertaken by
Theatre Improvement Group
Process mapping exercise of
decontamination process

Dec
2014

Divisional Governance to Quality
Committee

Oct
2014

Divisional Governance Committee
Quality Committee

Ring fence bed on Gate 42
Monitor and track patients
weekly for turnaround time
Appoint dedicated nurse for
case management of patients
with hip fractures and to
manage flow
Trajectory of improvement to be
established

Nov
2014

Divisional Governance Committee
Quality Committee

Surgical care/ patient flow
24

Safe
/responsive

Ensure there are
improvements in the
number of Fractured Neck
of Femur patients being
admitted to orthopaedic
care within 4 hours and
surgery within 48 hours.

Neil
Clark

•
•
•

•
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ents
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No

Domain

Recommendation

Exec
Lead/
Officer

25

Safe
/responsive

Review and make
improvements in the
access and flow of patients
receiving surgical care.

Neil
Clark

High level actions

•
•
•
•
•
•

•
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Designated liaison nurse to be
identified daily in PACU to link
with ward co-ordinators
Designated liaison nurse to be
identified daily in PACU to link
with ward co-ordinators
Regular assessment of capacity
within PACU
Remove arrivals / Surgical
Assessment Facilities bays on
wards 14/15 at DDH from the
core bed base and surge out of
hours
Daily review of theatre lists and
recovery capacity within
Boothroyd Day Care (BDC) and
when able transfers day cased
allocated to ward to BDC in
short term
Ring Fence 1 Surgical speciality
bed for the first patient on each
list.

Times
cale

Apr
2015

Monitoring Assurance
Committee

Divisional Governance Committee
Quality Committee

Status

Comm
ents

CQC INSPECTION 2014 Chief Inspector of Hospitals Trust Level Action Plan (V4)
24 November 2014

No

Domain

Recommendation

Ensure ambulance
handover target times are
achieved to lessen the
detrimental impact on
patients.

26

Exec
Lead/
Officer
Neil
Clark

High level actions

•
•
•
•
•
•

27

Responsive
/effective

Ensure there are
improvements in referral to
treatment times to meet
national standards.

Neil
Clark

•
•
•
•

Times
cale

Monitoring Assurance
Committee

Identified triage nurse on all
shifts
Contingency plan developed to
cover reception developed
Additional YAS screens located
in department
Review of patient flow in A&E
Monitor of YAS data daily
Review of A&E processes at
Huddersfield to understand
how they achieve target ●

compl
ete

Access booking and Choice Steering
Group
CEG

Review of outpatients
processes
Speciality level recovery plans
developed
Clinical validation of waiting list
Role specific training for
booking and reception staff and
competency framework
established

March
2015

Access booking and Choice Steering
Group
CEG

ARCU respiratory team will
escalate patients with level 2 or
3 needs to critical care outreach
team
Critical care outreach team
attend ARCU on a daily basis
Respiratory and critical care
teams to review joint
governance arrangements

Dec
2014

Divisional Governance
Quality Committee

Medical care
28

Safe
/effective
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Review the arrangements
over the oversight of Gate
20 acute respiratory care
unit to ensure there is
appropriate critical care
medical oversight in
accordance with the Critical
Care Core Standards
(2013).

Richard
Jenkins

•

•
•

Status

Complet
e being
monitor
ed

Comm
ents
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No

Domain

Recommendation

Exec
Lead/
Officer

Ensure staff in ward areas
follow the correct
procedures in identifying
infection control concerns
in deceased patients to
protect staff in the mortuary
against the risks of
infection.

Sally
Napper

High level actions

Times
cale

Monitoring Assurance
Committee

Infection control
29

Safe

•
•

•
•

•
•
•
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Disseminate IPC Isolation policy
cascaded highlighting care
Include care of deceased
patients in IPC master
programme and HCA multi
education session
Deliver IPC education to
mortuary staff
Review IPC standard
proportions policy to include
information regarding deceased
patients
Introduce yellow infection wrist
sticker for patients transferred
to the mortuary
Mortuary staff encourage to
report all incidents to be
reviewed by IPC team
Pathology services manager to
provide a quarterly report to
Nursing and Midwifery group

Nov
2014

IPC Commmittee reports into the
Quality Committee

Status
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No

Domain

Recommendation

Exec
Lead/
Officer

High level actions

Times
cale

Monitoring Assurance
Committee

Compliance is monitored through
divisional governance committee and
reported to the Quality Committee

Mortuary
30

Safe

Ensure the
recommendations from the
mortuary review are
implemented and
monitored to ensure
compliance.

Kevin
Oxley

•

Review and action plan
completed

compl
ete

31

Safe

Ensure actions are taken to
address the poor
decorative state of the
mortuary to ensure
effective and thorough
cleaning can be undertaken
(Dewsbury)

Kevin
Oxley

•

Full redecoration and retiled
completed.

compl
ete

Neil
Clark

•

Monitor on a daily the big hand
dictation system and send
reports teams
Liaise with relevant divisions
typing pool
Medical secretary’s work to
SOP and type in chronological
order
Build up of over days escalated
to Assistant Director of Op’s
Establish weekly trajectory for
backlog reduction

TBC

Clinical communication and administration
32

Safe /
responsive

Ensure improvements are
made in reducing the
backlog of clinical dictation
and discharge letters to
GPs and other
departments.

•
•
•
•
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No

Domain

Recommendation

Exec
Lead/
Officer

Ensure the high prevalence
of pressure ulcers is
reviewed and understood
and appropriate actions are
implemented to address the
issue.

Sally
Napper

High level actions

Time
scale

Monitoring Assurance
Committee

Status

Harm free care
33

Safe

•
•
•
•
•
•
•
•

Review of pressure ulcer policy
Develop a pressure
improvement plan
Fortnightly pressure ulcer
improvement group established
Pressure ulcer panel meetings
on a monthly basis
Review the capacity of the TVN
service
Implement evidence based
practice
Review education and training
plan
Evaluate the process for
reporting category 3 and 4

Jan
2015

Pressure Ulcer Group
Nursing and Midwifery Group
Quality Committee

A monthly compliance report
will be completed to gain
assurance

compl
ete

Pathology Governance will receive
the report and provide assurance to
the Quality Committee

Patient identification
34

Safe
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Ensure staff follow the
correct procedures to make
sure the patient is correctly
identified at all times,
including when deceased.

Kevin
Oxley

•

Comple
te and
being
monitor
ed

Comm
ents
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ACTIONS THE TRUST SHOULD TAKE TO IMPROVE

No

Domain

Recommendation

Exec
Lead/
Officer

The trust should review the
service to improve in the
number admissions
following an elective
surgery admission

Richard
Jenkins
Neil
Clark

High level actions

Time
scale

Monitoring Assurance
Committee

Analyse readmission data
Development of Readmission
strategy
Audit results for poorly
performing specialities to be
analysed
Evidenced based speciality
action plans to be developed
Audit of patients admitted
against admission criteria
Review current criteria against
the needs of patients
Audit of patients declined
intermediate care
Negotiate criteria with CCG

March
2015

Divisional Governance Committee
Quality Committee

Feb
2015

Divisional Governance Committee
Quality Committee

The Lone Worker policy will
be updated and amended to
include major incidents and
events

Jan
2015

Health and Safety Committee
Joint Consultation and
Negotiation Committee
CEG
Quality Committee

Patient flow

35

Safe

•
•
•
•

36

Effective

The provider should take
steps to ensure the
community inpatient
facilities referral criteria are
applied consistently.

Sally
Napper

•
•
•
•

Staffing

37

Safe

Page 22 of 26

The Trust should review
their Lone working policy
and its implementation as
well as their anticipatory
planning for major events.

Kevin
Oxley

Status

Comm
ents

CQC INSPECTION 2014 Chief Inspector of Hospitals Trust Level Action Plan (V4)
24 November 2014

No Domain

Recommendation

Exec
Lead/
Officer

The Trust should review
the recording of consent in
community children's
services

Richard
Jenkins

High level actions

Times
cale

Monitoring Assurance
Committee

Status

Consent

38

Safe

•
•
•

Review of consent policy
Communications programme
to inform staff of policy
changes
Audit to ensure compliance
with policy

Marc
h
2015

Communications

39

Responsive

Ensure information leaflets
for relatives and carers of
dying patients are updated
following the withdrawal of
the Liverpool care pathway

Richard
Jenkins

•

Information leaflets
revised

The Trust should improve
staff engagement between
frontline staff, team leaders,
middle management and the
Board.

David
Melia

•

Participating with
Listening into Action
Development a
framework for senior
leadership visibility

The Trust should ensure at
Board level there is an
identified lead with the
responsibility for services for
children and young people.

Jules
Preston

complet
e

Staff engagement
40

Well led

•

Marc
h
2015

Workforce Committee
Quality Committee

Leadership
41

Well led
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•

A Trust Board Lead has
been identified

complet
e

Comm
ents
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No Domain

Recommendation

Exec
Lead/
Officer

High level actions

Time
scale

•

To provide bespoke
training around
professional standards

To be
deter
mined

•

To explore relationship
with Allied Health
Network

To be
deter
mined

•

Support delivery of MCA
training

To be
deter
mined

•

Look at District wide
intelligence around
complaints

To be
deter
mined

Agree across West
Yorkshire concordat on
staff pay re banding for
posts .

To be
deter
mine
d

ACTIONS AGREED FROM QUALITY SUMMIT 13-10-2014
Governance
42

Safe/effective

43

Safe/effective

44

Safe

45

Responsive

GMC –
Richard
Jenkins to
populate
this
section
NHS
England –
Sue
Cannon
Local
Authority
– SN to
link with A
Balchin
CCG /
Healthwat
ch – Jo
Webster
/Chris
Dowse to
lead

Staffing
46
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NHS
England –
Sue
Cannon

Monitoring Assurance
Committee

Status

Comm
ents

CQC INSPECTION 2014 Chief Inspector of Hospitals Trust Level Action Plan (V4)
24 November 2014
Trust /
47
• Review of Volunteer
Healthwat
Strategy & support
ch Jo
volunteer recruitment

48

Webster/
Chris
Dowse
/Peter
Loosemor
e
Trust
/CCGs

Safe

•

SN to
report
back re
business
case

No Domain

Recommendation

Exec
Lead/
Officer

Resourcing of
accelerated nurse staffing
recruitment

High level actions

To be
deter
mine
d

Janu
ary
2015

Time
scale

Patient flow
49

Safe

50

Safe
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/CCG’s Jo
Pollard/ A
Shepard
via
system
resilience
group
Local
Authority/
CCG/Trus
t Jo
Pollard/ A
Shepard
via
system
resilience
group

•

Review of patient
pathways from referral
from primary care
particularly follow up and
discharge

To be
deter
mine
d

•

Delayed discharges to be
reviewed
Review of bed usage
maximisation

To be
deter
mine
d

•

Monitoring Assurance
Committee

Status

Comm
ents

CQC INSPECTION 2014 Chief Inspector of Hospitals Trust Level Action Plan (V4)
24 November 2014
Trust/CC
51 Safe
• resourcing of waiting list
Gs
validation
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Dr Phil Earnshaw, CCG Chair

Responsible Governing
Pat Keane, Interim Director, Strategic Projects
Board Executive Lead:
Recommendation:
The Governing Body are asked to:




Note the content of the planning guidance for 2015 ‐ 2016
Note the actions required of the CCG and the process through which they will be carried out.
Discuss and agree which if any, of the outlier programmes described in section 4 NHS Wakefield
CCG would like to express an interest in.

Executive Summary:
 Provide Governing Body with an update on the details of the planning guidance for 2015 –
2016, the actions required of the CCG and to assure the Governing Body of the process in place;
 Provide the Governing Body with details of potential opportunities for NHS Wakefield CCG to be
involved with outlier work with NHS England (NHSE).
Link to overarching principles
from the strategic plan:

Outcome of Impact
Assessments completed (e.g.
Quality IA or Equality IA)
Outline public engagement –
clinical, stakeholder and
public/patient:
Assurance departments/
organisations who will be
affected have been consulted:
Previously presented at
committee / governing body:
Reference document(s) /
enclosures:

Citizen Participation and Engagement
Wider Primary Care at Scale including Network development
A Modern Model of Integrated Care
Access to the Highest Quality Urgent and Emergency Care
A Step Change in the Productivity of Elective Care
Specialised Commissioning
Mental Health Service Transformation
Maternity, Children and Young People Transformation
Organising ourselves to deliver for our patients











Not applicable

Not applicable

Not applicable

Not applicable

NHS England Planning Guidance 2015/16 http://www.england.nhs.uk/wp‐
content/uploads/2014/12/forward‐view‐plning.pdf

NHS England Planning Timetable http://www.england.nhs.uk/wp‐
content/uploads/2014/11/rev‐planning‐timetable‐2711.pdf
Briefing note attached as appendix
Risk Assessment:

Not applicable at this stage

Finance/ resource implications:

Not applicable at this stage

GOVERNING BODY
TUESDAY 13 JANUARY 2015
PLANNING GUIDANCE 2015/2016

1.0

Purpose of the Report

1.1

The purpose of this report is to:




Provide Governing Body with an update on the details of the planning guidance for 2015
– 2016, the actions required of the CCG and to assure the Governing Body of the
process in place;
Provide the Governing Body with details of potential opportunities for NHS Wakefield
CCG to be involved with outlier work with NHS England (NHSE).

2.0

The Forward View into action: Planning for 2015/16

2.1

On the 19th December NHSE published a series of guidance for the planning round 2015/16 (A
summary of which is attached at Appendix 1). As expected from the release of the Five Year
Forward View, a summary version of which was brought to the Governing Body meeting in
November, there is a real emphasis on increased partnership working, prevention, new care
models and the role of the Voluntary and Community Sector within it.

2.2

As previously set out, the planning process for 2015/16 onwards in the CCG is being carried out
using a one system approach. This brings about a new way of thinking for the CCG, aligning
commissioning intentions, transactional and transformational delivery and Quality and
Productivity programmes into the planning processes and using horizon scanning and economic
appraisal to inform our future planning. The work being carried out to date is aligned to what is
set out in the planning guidance and illustrates the forward thinking nature of the Health and
Social Care System in the Wakefield District. The work of the group will contribute to the
production of NHS Wakefield CCGs Operational Plan 2015/16 – 2017‐18.

3.0

CCG key dates for submissions

3.1

A full timetable as outlined by NHS England in the planning guidance is attached at Appendix 2,
however the key points in the timeline for planning 2015 – 2016 are:
13th January
13th February
27th Feb
27th Feb – 30th March
6th March
By 31st March
10th April

‐
‐
‐
‐
‐
‐
‐

Submission of initial headline plan data
Checkpoint for progress with planning measures & trajectories
Submission of full draft plans
Assurance of draft plans
Checkpoint for progress with planning measures & trajectories
Plans approved by CCG Board
Submission of final plans
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3.2

The first submission on January 13th requires the completion of only the Financial Plan Summary
and the activity information for the 14/15 and 15/16 contracts. The submissions on 27th
February and 10th April however will require all information to be included.

3.3

The guidance sets out that no assumptions should be made at this stage for any transfers
relating to Co‐commissioning as further guidance will be issued at a later date as to how this
should be incorporated.

3.4

A set of templates and guidance for completion has now been published by NHS England and
there is little change in requirements for completion from the 2014/15 – 2018/19 templates.
The major changes are:
 Inclusion of information on activity on contracts;
 Further information on the impact of the Better Care Fund; and
 Inclusion of information on ad‐hoc returns made in 2014/15 such as mental health
parity of esteem.

3.5

Further guidance on a number of areas such as Quality Premiums, how community pharmacy,
dentistry and some eye healthcare could develop to support better outcomes, guidance on the
CQUIN Framework and a £1bn fund to improve premises and infrastructure in Primary Care will
be published in early 2015.

4.0

Opportunities for outliers

4.1

In the Five Year Forward View Simon Stevens sets a clear vision for the future of the NHS, some
of which will require some significant change. In order to achieve this two new funds have been
set up to facilitate some pilot work across the country. The first sets aside £200m to support a
new approach to co‐designing a programme of support with a small number of areas to
introduce new care models. NHSE are seeking expressions of interest from those areas who
wish to be involved, by the end of January 2015.The second is a £250m fund to invest in primary
care however further details are still awaited with regard to this fund.

4.2

In addition to these funds, NHSE will take action to become the first country to implement at
scale a national evidence based diabetes prevention programme linked to the NHS Healthcheck.
Invitations are requested by the end of January from areas who have made good progress in
this area to work with NHSE as partners on co‐designing a new national programme.

5.0

Next steps

5.1

Work will continue in the CCG to ensure that submissions to NHS England are made within the
required deadlines with a draft copy of the operational plan being brought back to Governing
Body in March 2015 for approval. Governing Body members will continue to be engaged and
consulted in the process prior to the March Governing Body alongside Clinical leads, networks
and colleagues across the health and social care system in Wakefield.
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6.0

Recommendations

6.1

The Governing Body are asked to:




Note the content of the planning guidance for 2015 ‐ 2016
Note the actions required of the CCG and the process through which they will be carried
out.
Discuss and agree which if any, of the outlier programmes described in section 4 NHS
Wakefield CCG would like to express an interest in.

Pat Keane,
Interim Director Strategic Projects

Esther Ashman
Head of Strategic Planning
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APPENDIX 1
The Forward View into Action: Planning for 2015/16

The planning guidance for 2015/16 builds on the recently published Five Year Forward View setting out
the actions needed to achieve the vision outlined. The guidance highlights that whilst the financial gap
is challenging for the NHS, a revised mandate allocating a total of £1.98bn of new money to front line
services (including a move to recurrent money for winter pressures) provides a clear basis to base local
planning on. To assist the pace and scale of transformation, new investment funds will be made
available to develop new care models, a £200m fund for care models and a further £250m investment in
primary care.
There is a clear desire set out to break down the barriers between prevention and treatment, physical
health and mental health and this has been committed to by the chief executives if the six national
bodies who will now serve as a single leadership group going forward.
The Forward View highlighted a new approach to co‐designing a programme of support with a small
number of areas to introduce new care models. The planning guidance now sets out a clear invitation
for local and national partners to put themselves forward by the end of January 2015 to work
alongside NHSE to create and implement these new models.
There will be no relaxation of NHS Constitution Standards, with the 2015.16 planning round focussing
on building strong partnerships for future transformation and an intense focus on achieving
performance standards with the indication of incentives to do so. The mandate from NHSE remains
largely the same with the exception of the introduction of new and important access standards for
mental health and a clear direction that there is an expectation that CCG spending on mental health
services should increase in real terms and grow by at least as much as each CCG’s allocation increase.
NHSE expect to see aligned realistic activity and financial assumptions between commissioners and
providers and both continue to work closely with Local Education and Training Boards to ensure that
staff to meet service needs can be assured and that workforce plans are affordable and reflect local
transformation strategies. The CCG are only being asked to refresh operational plans in this planning
round and all of the above is in line with the current work of the Planning and Delivery Group.

Creating a new relationship with patients and communities
Getting serious about prevention
The guidance sets out six different approaches to improving health and wellbeing:
 CCG’s and LA should set and share quantifiable levels of ambition to reduce inequalities and
improve outcomes.
 NHSE with the Local Government Association will publish proposals for actions to tackle health
risks from alcohol, fast food and tobacco etc.
 NHSE will take action to become the first country to implement at scale a national evidence
based diabetes prevention programme linked to the NHS Healthcheck. Invitations are
requested by the end of January from areas who have made good progress in this area to
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work with NHSE as partners on co‐designing a new national programme. A new National
Prevention Board will oversee this work.
Proposals will be developed by Autumn 2015 for improving services to help employees stay in
work or return to work.
NHSE will publish findings by Autumn 2015 on incentives for employers who provide NICE
recommended workplace health programmes.
NHS Employers must take action to improve the physical, mental health and wellbeing of staff.
To support this, the 2015/16 standard contract requires providers to develop and maintain a
food and drink strategy.

Empowering patients
In 2015/16 providers will be required in the NHS Standard Contract to show demonstrable progress
towards achieving fully interoperable digital health records from 2018. From April 2015 patients will
have online access to their GP records. CCG’s will be required to increase the offer and delivery of
personal health budgets and by April 2016 personal health budgets across health and social care should
be an option for those with learning disabilities.
There is a clear message that commissioners and providers should work together and with patient
groups to understand current delivery and honouring patients entitlement to choose. There is a
significant emphasis next year on offering choice in mental health services. In addition from 2016/17
tariff based NHS funding will support the choices women make in midwifery and CCG’s are required to
work with women and review the choices available to ensure that meaningful choice is available.
Engaging Communities
The planning guidance sets out the further development of the NHS Citizen Approach and the need for
commissioners to engage with the local VCS. It sets out 4 specific actions:






CCG’s must develop plans with the LA to identify and support carers, working with the VCS and
GPs to provide better support (bearing in mind the changes to the LA from the Care Act). Plans
should be based on provision of accessible services and services for carers from vulnerable
groups. There is also a requirement for CCG’s to review flexible working arrangements to
support staff who are themselves unpaid carers.
Working with the VCS and volunteers, NHSE will develop arrangements for strengthening
support and training for volunteers and raising the status of this.
A short model grant agreement is to be published to help VCS partners secure local NHS
funding.
There is a requirement for NHS employers to ensure that they meet the NHS workforce race
equality standard.

Co‐creating new models of care
The new approach to care models combines three elements, focused support for vanguard sites, a more
permissive approach to change and intervening to create conditions for success in the most challenged
systems.
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Leading cohorts
NHSE will work with a small initial cohort of sites to prototype the different models of care outlined in
the Forward View; Multispeciality community providers, integrated primary and acute care systems,
creating viable smaller hospitals and enhances health in care homes.
For each of the above there will be a co‐designed structured programme of support to demonstrate
proof of concept to allow a successful prototype to be adapted elsewhere. The support programmes will
be inter‐linked and co‐ordinated by a national New Models of Care Board. The first cohort of sites will
have in place already:








An ambitious vision of what change they want to achieve in the new model of care
A record of already having made tangible progress towards new ways of working in 14/15
A credible plan to make move at serious pace and make rapid change in 2015
Funded local investment in transformation
Effective managerial and clinical leadership and the capacity and capability to succeed
Strong diverse and active delivery partners such as VCS
Positive local relationships.

They will also need to show the appetite to engage intensively with other sites in the country and
national bodies and a commitment to richer, standardised data to enable real‐time monitoring and
evaluation of outcomes, the cost of change and resulting benefits. Investments from transformation
funds will be made in these initial sites, targeted closely on the costs of implementing the new model.
GPs will be able to bid against the £250m fund intended to improve primary care and out‐of‐hospital
infrastructure. This same amount will be available for each of the four years nationally. Expressions of
interest to become a leading cohort site are to be made by the 2nd February with more information in
January on the requirements. Site selection where possible will be made on existing information not
lengthy applications. Some sites will be agreed in February.
All areas are asked to develop a shared vision locally in the context of strategic choices outlined in the
Forward View and CCG’s should look afresh at medium‐term strategies choosing to take actions in
15/16 that create the conditions for rapid early adoption. In 2015/16 local health economies will have
the option of coming together as one and inviting national bodies for a joined up conversation about
their emerging local system‐wide plan.
The guidance highlights the need to create the conditions for future transformation such as:











Stable, ambitious and collective leadership
Commissioners, providers, LETBs, HWBB and LA working collaboratively
High levels of patient and community engagement
Strong clinical leadership and engagement
Better quality and outcomes, safety and patient experience
Sound financial position across the health economy with room to support transformation
Strong primary and out‐of‐hospital care system
Plans to invest in and make better use of the current workforce
Partners working together to develop a vision for strategic estates/capital planning
Development of fully interoperable IT systems
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A new regime will be developed in 2015/16 to seek to create the conditions for success in the most
challenged areas, focussing on current performance challenges whilst creating the conditions for future
transformation.
Delivering a new deal for primary care
To address some of the immediate workforce issues NHSE and HEE have been developing a plan to
attract more training doctors in to general practice. For CCGs that take on co‐commissioning there will
be greater freedom to take local action. In addition an extra £100m to improve access to GPs will be
available through PMCF. There is also available a £1bn fund to improve premises and infrastructure
more details of which will be published in January. Alongside primary care, work is underway on how
community pharmacy, dentistry and some eye healthcare could develop to support better outcomes,
more details of which will be available in early 2015.
New care models – urgent and emergency care, maternity, cancer and specialised services
Commissioners are asked to prioritise the major strategic and operational task of how they will
implement the urgent and emergency care review. This will be reinforced both through the Quality
Premium and the CQUIN framework for providers. Urgent and Emergency Care networks must be in
place by April 2015 overseeing the planning and delivery of a regional or sub‐regional care system.
NHSE will undertake a review of maternity services by Autumn 2015 seeking to improve choice for
mothers. There will be the development of a new national cancer strategy seeking to improve
prevention, swifter access to diagnostics and better treatment, care and aftercare for patients.
In specialised care where quality and patient volumes are related (stroke, trauma and some surgery)
NHS will continue to move towards centres of excellence. A first round of reviews will be initiated by
summer 2015 and in 2015/16 providers will prepare to implement new standards for congenital heart
services. NHSE will finalise the standards and implement in full from April 2016.

Priorities for operational delivery in 2015/16
Improving quality and outcomes
CCG’s are asked to refresh their levels of ambitions previously agreed in the 2014/15 planning round to
make further progress to deliver against them. A revitalised National Quality Board will bring together
system leaders and other national stakeholders to provide collective leadership for quality. Initially it
will review the current state of quality of care in the NHS, barriers to delivery of high quality care,
identify priorities for quality improvement and develop system wide new measures for quality
improvement. The NQB will publish its priorities and work programme by summer 2015, moving
towards a single framework for consistently measuring quality.
During 2015/16 there is a requirement for commissioners and providers to work together to embed the
practice of clear clinical accountability with a named doctor for a patients care within and across
different care settings. By the end of 2014 the NHS will publish outcome data for 13 medical and
surgical specialities down to individual consultants.
Improving patient safety
CCG’s are expected to continue to drive and embed improvements in response to the Francis report,
Winterbourne and Berwick review and to also join the ‘sign up to safety’ campaign aligning safety
improvement plans and local patient safety collaborative activity. NHSE have identified tackling sepsis
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and acute kidney infection as 2 specific clinical priorities for improving patient safety in 2015/16. These
will form the basis of new national indicators for the 2015/16 CQUIN framework.
CCGs in 2015/16 are asked to develop plans with providers to improve antibiotic prescribing in primary
and secondary care. Secondary care providers must validate their antibiotic prescribing data following
the PHE validation protocol and this will form the basis of a new national quality premium measure.
Lastly acute care providers should agree service delivery improvement plans with commissioners to
implement at least 5 out of 10 clinical standards for 7 day services within resources available.
Meeting NHS constitution standards
There will be a focus on achieving minimum performance standards for timely access to care. As part of
assessment and assurance CCGs and providers will be expected to make realistic and aligned
assumptions about likely activity levels for both elective and emergency care, including diagnostics,
necessary to meet demand and delivery waiting time standards. There is a strong message for system
resilience groups to not switch off additional winter capacity for urgent and emergency care until it is
clear that demand has reduced.
Achieving parity for mental health
Commissioners are asked to develop revised plans where they are not on track to deliver against
existing mandates. 2015/16 sees the first introduction of access and waiting time standards in mental
health services. As part of the contracting round, the CCG will need to agree service development and
improvements plans with mental health providers illustrating how they will achieve them by April 2016.
By April 2016, it is expected the more than 50% of those experiencing a first episode of psychosis will
receive treatment within 2 weeks, which will require dedicated specialist early intervention‐in‐psychosis
services. £40m is being made available in 2015/16 to support this through the tariff inflator.
For IAPT services, 75% of adults should have their first treatment session within 6 weeks of referral with
a minimum of 95% within 18 weeks. £10m additional investment will support this. £30m targeted
investment will be made available for liaison psychiatry in acute hospitals. CCG’s are also asked to work
with other local commissioners to invest in CAMHS. NHSE will also co‐ordinate a programme using the
£30m investment identified in the Autumn Statement to establish community based specialist teams for
children and young people with eating disorders.
Transforming care of people with learning disabilities
During 2015/16 CCG’s must work jointly with specialised commissioning and the LA to make
demonstrable progress in improving the system of care and reducing reliance on inpatient care for
people with learning disabilities. Further guidance on this will be published in the spring.

Enabling Change
Harnessing the information revolution and transparency
The new National Information Board brings national health and care organisations together with clinical
leaders, local government and civil society to contribute towards a paperless NHS. As a start, by April
2015 patients will have access online to GP records. The NHS number will be used as the primary
identifier in all settings when sharing information and to support this, a new change to the NHS
standard contract will allow us to withhold funding from providers unless these conditions are met. It is
expected that by March 2016 at least 60% of practices will be transmitting prescriptions electronically to
the pharmacy, a step towards ‘click and collect’ or ‘click and deliver’ prescriptions.
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The 2015/16 GMS contract contains a commitment to expand and improve provision of online services
for patients. Structured, coded, discharge summaries should be available to health professionals
electronically as required will be a legally binding requirement by October 2015. Electronic referrals
between GPs and other services should become the norm, with at least 80% of elective referrals to be
electronic by March 2016. Providers will be required to publish all relevant services and appointment
slots as part of contract obligation. Lastly CCGs will be expected to develop a roadmap for the
introduction of fully interoperable digital records including for specialised and primary care. Further
guidance will be released in June 2015.
A modern health and care workforce
For those early cohort sites of new care models, plans are expected to be seen as to how they will
develop the existing and future workforce to deliver the new model. A new Workforce Advisory Board
chaired by HEE will be established to deliver a workforce with skills to implement the new care models.
It will focus on:





Additional actions to retain existing staff and attract returners in to roles
Provide support to challenged economies where there are workforce shortages
Identify the flexibilities that will need to be developed in order to deliver new care models
Identify new roles which may be needed to deliver on the forward view

CCGs and providers must also be prepared for the introduction of nursing and midwifery revalidations
from the end of December 2015.

Driving Efficiency
A more productive and efficient NHS
The need to achieve 2‐3% efficiency per year becomes more difficult each year, the guidance suggests
however, that some options have not yet been explored such as closing the gap between the most and
least efficient providers. Another source could be through productivity gains in technological
advancement or improvements to services. Analysis suggests that 1.2% ‐ 1.3% of this has been achieved
in the acute sector over the past 4 years, down to delivering care in different ways. Guidance suggest
that efficiency could rise to as high as 3% by the end of the five years if moving forward at pace with the
new care models.
The guidance also points to some of the more immediate impact some public health initiatives can have,
particularly around diabetes, smoking and alcohol. A critical enabler is highlighted of development of
cost data for individual patients across multiple health and care settings. More work will be done on
this in the coming year.
NHS funding in 2015/16
The £1.98bn of additional investment denotes a real terms funding increase of 1.6% and through it
NHSE seeks to:




Create momentum in the delivery of the forward view
Deliver on the promise of a new deal for primary care
Ensure that mental health spend will rise in real terms
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Accelerate progress towards bringing all CCGs receiving less that their target funding to within
5% of target by 206/17
Provide full cover for expected cost growth for each commissioning stream, eliminating the
structural deficit in specialised commissioning
Enable earlier and more effective planning for operational resilience
Reconfirm plans to deliver 10% cash savings in administration costs
To give CCGs priority access to the £400m drawdown available

Joint working between commissioners and providers
To support meaningful plans, Monitor, TDA and NHSE have agreed a shared set of national planning
assumptions which should underpin all plans. They are also expecting to see greater consistency
between finance and activity trajectories. CCGs and providers need to consider their own local activity
pressures combined with their own demographic and non‐demographic trends. At a national level
however, growth before any demand management reduction can be expected to be around 3% a year.
The guidance also highlights the essential need for providers and commissioners to work together with
partners in primary and social care to develop accurate demand and capacity plans that fulfil planning
requirements and ensure patients have access to high quality services.
NHSE and Monitors proposals on the national tariff
There is an assumption that input cost inflation will be around 3% in 2015/16. There is a provider
efficiency requirement of 3.8% which means a net decrease of 1.9%. NHSE and Monitor have proposed
that the marginal rate for non‐elective activity above the agreed baseline will be increased from 30‐50%
of tariff for 2015/16. Plans to agree spending the 50% balance to reduce the level of non‐elective
admissions has to be published online by 30 April 2015.
NHSE requirements for commissioners in key areas
The ambition for level of improvement in the BCF should be reviewed if there is a material change in
their assessment of risk taking into account: actual performance in the year to date; the likely outturn
for 2014/15 and progress with contract negotiations with providers. NHSE will assess the extent to
which any proposed change has been agreed locally in partnership.
The additional funding of £1.98bn has provided more certainty around areas such as operational
resilience therefore there will be no more in‐year funding on this. Therefore SRGs must develop local
capacity and demand plans reflecting funding at 2014/15 level but from baseline allocations. CCGs must
set aside 1% non‐recurrent spend for 2015/16, this will however be released for investment in strategic
plans.
CCGs will offer providers the opportunity to earn up to 2.5% through CQUINs with the 2015/16 scheme
having 4 national indicators with an even balance between physical and mental health, separate
guidance on the 2015/16 CQUIN Framework will be published in January 2015.
Submission and assurance of plans
As with previous years all organisations in the system are asked to share assumptions with each other,
ensuring that Health and Wellbeing Boards and communities are engaged.
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Key dates for submissions are:
13th January
27th Feb
27th Feb – 30th March
31st March
10th April

‐
‐
‐
‐
‐

Submission of initial headline plan data
Submission of full draft plans
Assurance of draft plans
Plans approved by CCG Board
Submission of final plans

Esther Ashman
Head of Strategic Planning
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Information

Responsible Governing
Jo Webster, Chief Officer
Board Executive Lead:
Recommendation:
The Governing Body is asked to:
i support the transfer of the defined functions and responsibilities for primary care commissioning
responsibility in line with the CCG ambition to develop people‐centred primary care and integrated
services for the benefit of patients.
Executive Summary:


During the Autumn 2014 NHSE set out its intention for the development of primary care co‐commissioning
setting out the options for co‐commissioning from closer working with NHSE to full delegated authority in a
document called “ Next Steps to Primary Care Co‐Commissioning”
 Wakefield CCG had already expressed an interest in taking full delegated authority early in the year (June
2014) following discussion and agreement from its members and Governing Body
 This ambition and intention has remained and the CCG is in the process of obtaining approval for full
delegated authority to NHSE
 The benefits to the CCG are:
o greater alignment with our primary care strategy to develop person –centred primary care and greater
service integration;
o continued quality improvement and performance management and links with local priority areas;
and
o a lever for change to have greater influence on the provider market and primary care contracting to
meet local needs.
Link to overarching principles
from the strategic plan:
Citizen Participation and Engagement

Wider Primary Care at Scale including Network
development

A Modern Model of Integrated Care
Access to the Highest Quality Urgent and Emergency
Care
A Step Change in the Productivity of Elective Care
Specialised Commissioning
Mental Health Service Transformation
Maternity, Children and Young People
Transformation
Organising ourselves to deliver for our patients

Outcome of Impact
Assessments completed (e.g.
Quality IA or Equality IA)
Outline public engagement –
clinical, stakeholder and
public/patient:

Not applicable

Clinical and organisational engagement since June 2014 as part of the initial
expression of interest to NHSE.
Local Medical Committee engaged and consulted.

Assurance departments/
organisations who will be
affected have been consulted:

Previously presented at
committee / governing body:
Reference document(s) /
enclosures:

Insert details of the people you have worked with or consulted during the
production of this paper :
Finance (Karen Parkin)
Governance ( Katherine Bryant)
Quality ( Laura Elliott))
Contracting (Matt England)
Medicines Optimisation (Jo Fitzpatrick)
June 2014 Governing Body Meeting
November 2014 Governing Body Meeting
Appendix 1: NHSE national functions and local functions
Appendix 2: Submission Narrative

Next Steps to Primary Care Co‐Commissioning

Risk Assessment:

http://www.england.nhs.uk/commissioning/wp‐
content/uploads/sites/12/2014/11/nxt‐steps‐pc‐cocomms.pdf
A risk assessment has been carried out assessing the impact of taking on
delegated authority and the additional functions and responsibilities for the
CCG alongside the resourcing impacts.
The risk assessment has been submitted to the corporate risk register for
ongoing management.

Finance/ resource implications:

There are a number of financial implications for the CCG in taking delegated
authority including:





Resolving the complexity of the GP primary care budgets which we
have been closely involved in with NHSE and there is further work to
be done before the 1st April
Agreeing with NHSE what QIPP might be associated with the GP
primary care budgets
Treatment of GP premises / property costs.
Resource implications in taking on additional responsibilities

There is a NHSE Finance workstream working on this and the CCG is closely
involved with this workstream.

Report to the Governing Body
13 January 2015
Primary Care Co‐Commissioning
Purpose of the Report
The purpose of this report is to update the Governing Body on the intention and process for Wakefield CCG to
take on full delegated authority for primary care co‐commissioning from 1st April 2015.
The Governing Body is asked to support the transfer of the defined functions and responsibilities for primary care
commissioning responsibility in line with the CCG ambition to develop people‐centred primary care and
integrated services for the benefit of patients. ( see appendix 1)
In the first year 2015/16 the scope of the primary care co‐commissioning will be limited to general practice
contracts and further guidance may be issued during the year regarding the commissioning of wider primary care
contracts and services.
Background
On 1st May 2014 Simon Stevens announced plans for CCGs to develop different models for the co‐commissioning
of primary care. This was in line with the government’s future thinking about the role, function and direction of
travel for primary care. It supported the ambitions and intentions of the Five Year Forward View and as such
provides a lever for the commissioning of primary care and future models for primary care.
In June 2014 the CCG expressed its interest to NHSE to take on full delegated authority for the co‐commissioning
of primary care. Further guidance was developed and issued in November 2014 which outlined the options and
steps to be taken.
A further update was provided to the Governing Body in the Chief Officer’s report in November 2014 outlining
the continued commitment to delegated authority. The CCG submitted further information to NHSE on the 9th
January as part of the approval process ( see Appendix 2)
There are three models of co‐commissioning that a CCG may wish to consider:
 Greater involvement in primary care decision making: this means the CCG having a greater level of discussion
with NHSE but no decision making responsibility
 Joint working: the establishment of joint committees in common with NHSE, to make more joint decisions
regarding primary care contracts
 Delegated authority: this includes GP contractual performance management, budget management,
complaints management, quality improvement and assurance ( See Annex1 for further details)
Delegated authority does not include functions relating to individual GP performance management.
Under joint working and delegated authority CCGs have the opportunity to develop local incentive schemes as
an alternative to Quality Outcomes Framework or Directed Enhanced Services to support local initiatives and
priorities.
There is also the opportunity to vary or renew existing contracts for primary care provision or award new ones
depending on local circumstances.
Wakefield CCG Position
The CCG wishes to use co‐commissioning to build on its direction of travel for primary care and integration and
sees the opportunities and alignment that can be achieved and thereby achieve the following benefits:


to achieve greater integration of health and care services, in particular more cohesive systems of out‐of‐
hospital care that bring together general practice, community health services, mental health services and
social care to provide more joined up services and improve outcomes;



to raise standards of quality (clinical effectiveness, patient experience and patient safety) within general
practice services, reduce unwarranted variations in quality, and, where appropriate, provide targeted
improvement support for practices;



to enhance patient and public involvement in developing services, for instance through asset‐based
community development;



to tackle health inequalities, in particular by improving the quality of primary care in more deprived areas
and for groups such as people with mental health problems or learning disabilities.

The CCG, in its original expression of interest, set out the following opportunities through co‐commissioning
which hold true as we move into 2015 and wish to develop primary care locally:






developing increased local ownership of quality improvement in general practice and wider primary care;
re‐investment of the “premium” funding from the equitable funding review to deliver local strategies and in
particular to ensure that patient services above those funded by the equivalent GMS contract value can be
reviewed and a smooth transition made to a new contractual arrangement which takes into account local
health needs and avoids destabilisation;
ways of aligning variable funding (QoF and enhanced services) with local strategic priorities at practice and
network level;
opportunities for network wide contracting to reflect the emerging evidence that co‐ordinated action by
practices, and integrated working with other statutory and voluntary sector services, can improve health
outcomes for populations.

The CCG is in a strong position to benefit from the commissioning of primary and it is a natural next step for the
CCG in order to support place based commissioning.
The CCG can build on the work of the Network Development Unit (NDU), the momentum and learning from the
Prime Ministers Challenge Fund pilot (West Wakefield) and the work of the Connecting Care programme
implementing the integration of services,
The delegated authority also provides the opportunity to further develop primary care provider landscape.
Wakefield Next Steps
The CCG has been working closely with NHSE on the implications for co‐commissioning alongside the process for
the national Equitable Funding Review as we have recognised the need to align the work and ensure that a co‐
ordinated approach is taken.
An internal project group has been set up which meets weekly to identify and work through the implication s of
delegated authority with work streams focusing on :
 Quality: developing a local dashboard in line with existing quality requirements fit for co‐commissioning,
understanding the role and scope of quality improvement and assurance for co‐commissioning
 Contracting/Commissioning: agreeing the scope, resources, expertise required locally and remaining with
NHSE
 Finances: understanding the implications, budgetary responsibilities and ongoing monitoring
 Governance: working through the changes in constitution, governance and committees
 Communications: aligning the messages about co‐commissioning with Connecting Care programme and the
Equitable Funding Review
Due to the close working with NHSE there is a good understanding of the requirements and moderation process
for delegated authority and the application process aligns with the work we have carried out.
Members have been consulted and have supported the move to delegated authority and supported the
expression of interest made on the 9th January 2015.

Governance implications
All necessary amendments have been made to the CCG’s constitution, including the power to establish joint
committees with NHS England or other CCGs.
Conflicts of interest will need to be carefully managed within co‐commissioning. Co‐commissioning is likely to
increase the range and frequency of real and perceived conflicts of interest. In recognition of this NHS E have
published revised guidance about the management of conflicts of interest. The CCG has revised its Conflicts of
Interest policy accordingly.
Resources
As part of the preparatory work we have been considering a range of options for the co‐commissioning of
general practices services including:
 Contracting with NHSE for functions that they have the resource and expertise to provide
 Collaboration with other CCGs
 Contracting with the CSU
 Realignment and additional CCG internal resources, training and development
At this stage we are working through a combination of approaches with the consideration of contracting with the
NHSE and using non recurrent funds for 15/16 to procure additional expertise where required.
The development of primary care commissioning within the CCG offers the opportunity to consider both the
functions and form of the CCG as we head towards April 2015.
Risks
At an early stage in the discussions we identified risks associated with delegated authority and these have been
discussed and will be managed through project management, transition arrangements and the corporate risk
register.
Risks Include:
 Sorting out the complexity of the GP primary care budgets which needs further work before 1st April 2015
 Agreeing with NHSE what QIPP might be associated with the GP primary care budgets
 Treatment of GP premises / property costs.
 The ability for the CCG to meet expectations to monitor contracts and quality given the current resource
levels
 The management of conflicts of interest
These risks are being managed and have been highlighted to NHSE and discussions are ongoing regarding the
mitigation and resolution of risks as part of the application process.
Recommendations
The Governing Body is asked to :
 support the transfer of the defined functions and responsibilities for primary care commissioning
responsibility in line with the CCG ambition to develop people‐centred primary care and integrated
services for the benefit of patients.

Appendix 1 : NHSE national functions and local functions
National
Local
Planning Services
 Agree practice areas
 Develop and agree
outcome frameworks
 Aggregate outcomes of joint strategic needs assessments
 Determine total budget
 Ensure that primary care is integrated into local planning processes
requirements including
 Develop local responses to health and well‐being board strategies
premises and technology
 Engage and consult with key stakeholders, including patients, carers and
 Develop commissioning
the public in relation to priority areas for improvement
policy and guidance (e.g.
 Undertake service reviews
practice boundaries)
 Agree procurement plans and pipeline
 Negotiate national
contracts including
enhanced services
 Maintain regulations and
directions, including
statements of financial
entitlement, to implement
contract changes
Securing Services
 Develop and negotiate
national contracts,
commissioning
frameworks, policies and
procedures, guidance and
processes
 Provide national guidance
on contractual consistency
 Develop standard service
specification
documentation

 Use standard frameworks to secure services and ensure value for money
 Develop and advise on contract type and documentation for new
services
 Discuss locally the provision of additional services (where practices do
not wish to undertake them) with CCGs






Procure primary care services in line with the agreed strategy
Initiate formal procurement activity for each scheme
Sign off and finalise contracts with the preferred bidder
Agree / implement the local mobilisation plan
Undertake appropriate checks prior to service commencement (for
example premises inspection)
 Secure any enhanced services
 Populate schedules in personal medical services and alternative medical
services contracts

 Make provision for emergency primary medical care in the event of an
unforeseen emergency
 Maintain the contractor database, including hard copies of all signed
contracts (including contract variations and breaches)
 Receive and consider contract applications in line with national policies
and procedures
 Produce and issue any local contractor specific variations, (including
partnership changes, relocations and mergers)
 Implement changes to relevant systems for contractor payment
 Raise contract variations which may have a significant impact on the
delivery of patient services and finances with localities and
commissioners
 Implement changes to contractor payments using the relevant systems

Monitoring Outcomes
 Develop and maintain
policies and procedures in
line with regulations
 Oversee nationally all
primary care
commissioning contract
compliance and
performance
 Produce and issue national
standard contract
variations in line with
changes to the regulations

 Triangulate the performance of practices
 Develop systems and processes to ensure fair, open and transparent
decision making in line with regulations guidance, contractual
documentation and governance arrangements
 Develop performance management frameworks, including policy and
procedure to ensure contract performance is reviewed in line with the
national operating model
 Collate compliance reports
 Assess practice performance from analysed data and identify priorities
for further interrogation
 Quality assure general practice
 Negotiate in partnership with the CCG a quality improvement plan for
practices
 Support practices and performers in the achievement of their quality
improvement plan.
 In collaboration with CCGs, establish any cause for concern and act
accordingly, including a quality review where necessary.
 Conduct contractual compliance and quality reviews, developing and
agreeing action plans to address performance issues with contractors.
 Oversee contractual requirements post quality reviews
 Produce the format for remedial and breach notices
 Develop contract termination documentation, systems and processes
 Issue remedial / breach notices as notified through the performance /
governance processes
 Ensure the development of required actions
 Monitor plans by contractors in response to remedial and breach
notices.
 Update the contractor database with sanction information
 Determine the appropriateness of contract termination
 Issue termination notices
 Develop action plans to manage termination of contracts and implement
in consultation with and supported by stakeholders
 Undertake a quarterly review of APMS contracts (including reconciliation
of payments in relation to performance) and personal medical services
list size adjustment
 Liaise with CQC and carry out applicable actions to support registration
 Monitor activity on performers lists alongside practice performance data
to generate a complete picture of quality

Other functions





Manage Freedom of Information Act requests
Manage and investigate complaints
Establish and share learning from complaints
Establish a quality surveillance system for general practice linked into the
wider QSG system

Performers List Management
 Develop policies,
processes and systems
to ensure the high
quality of professional
performers in line with
regulations and
guidance
 Maintain an up to date
performer list publication

Management Accounting
 Provide strategic financial
planning advice regarding
total budgetary
requirement over the short
and medium term
 Consolidate and report
total primary care financial
performance
 Manage the provision
of a contractor
payments system for
use by national and
local area teams
(payment systems are
expected to be
maintained in their
current form in the
short term, with the
intention of moving
towards a single
national platform for
contractor payments)
 Manage the provision of
the financial ledger system
for use by national and
local area teams

 Implement systems and processes to ensure the high quality of
professional performers in line with regulations and guidance (including,
suspensions, conditional inclusions and removals)
 Ensure effective case management, including local investigations
 Develop processes and systems to ensure fitness to practice (including
appraisal and revalidation)
 Implement appraisal and revalidation processes
 Manage the performer list application process for medical performers
including GP registrars, ensuring satisfactory DBS and fitness to practice
checks
 Ensure the attachment of new performer to a practice where relevant and
the completion of all appropriate administrative support tasks
 Commission occupational health services to support the performers
function

 Lead budget setting, financial monitoring and reporting processes
for all areas of primary care expenditure and running costs of the
local area teams
 Complete monthly financial returns and statutory financial returns as
determined
 Evaluate the financial impact of contract performance including
assessment of forecast outturn position
 Produce the annual cash flow forecast, updated on a monthly basis to
reflect the impact of contract performance and agreed contract
variations
 Maintain contract finance schedules and ensure system
 budgets are updated accordingly
 Ensure reported expenditure reconciles with contract payment
schedules
 Provide financial support for efficiency reviews
 Provide financial support for local service developments
 Provide financial input to contract negotiations
 Procure new and replacement services to national standards and
processes
 Administer applications for personal allowances (for example,
seniority), determine entitlements and input into relevant payments
systems
 Validate and calculate entitlements in respect of local
professional committees
 Download local payment information from central payment systems
 Manage the capital programme

Transactional Functions – in conjunction with Primary Care Support Services (WYCSA)
 Make physical payments to  Provide local courier services for the delivery and collection of contractor
contractors
supplies
 Manage the professional
 Provide local courier services for the delivery and collection of contractor
alerts circulation and
supplies
cascade of alerts
 Provide courier services to and from GP practices for the delivery and
 Monitor and regulate
collection of medical records
changes to NHS forms
 Pay over/ administer levies on behalf of local representative committees

 Undertake national
contract management and
contract negotiation
 Develop national
operational procedures
 Calculate / pay global sum,
minimum practice income
guarantee, personal
medical services, APMS
contract monthly value
 Pay quality and outcomes
framework aspiration /
achievement
 Administer the pension
scheme
 Ensure that counter fraud
measures are in line with
the commissioned
payment function



















Determine entitlements to personal allowances (for example, seniority/
locum reimbursement)
Calculate appraisal payments due to appraises and appraisers
Calculate and pay enhanced services that are specified nationally
Calculate payments for GP registrars in respect of salary, mileage
and travel grants
Calculate entitlements under the GP retainer/ GP returner and flexible
career schemes
Calculate payments in respect of the dispensary service quality scheme
Administer superannuation regulations, including all deductions, in
relation to joiners, leavers, retirements, increased benefits, adjustments
and pay these to the pensions division
Calculate prescribing and dispensing drug payments
Administer and validate GP annual certificates
Administer GP locum and GP solo contributions
Provide the NHS pension assurance statement
For suspended contractors, ascertain the individual’s entitlements,
advise the contractor, validate all documentation, and adjust
payment accordingly
Download payment information from central payment systems
Issue notification of stolen prescription forms or persons attempting to
obtain drugs by deception, to GPs, pharmacists, counter fraud, drug squads
and other interested parties
Monitor closed lists

Patient Medical Records – delivered by Primary Care Support Services (WYCSA)
 Manage transactions for patient registrations, including setting up and maintaining electronic links with
GP practices
 Resolve GP Links queries and registration issues
 Ensure patients unable to gain voluntary registration are assigned to the list of a practice
 Develop and administer the violent patient scheme
 Amend patient registration records (including gender reassignment, adoptions, and witness
protection)
 Remove patients from practice lists, following receipt from the practice, including violent patients
 Process anomalies and investigate duplicates/ unmatched transactions – liaise with National Back Office,
Personal Demographics Service and primary care commissioning/ local counter fraud services as appropriate
 When practices cease to provide services, advise patients, retrieve medical records and reallocate as patients
register with new practices
 Close registration at the end of the quarter and generate capitation counts to inform payment to GPs
 Issue registration documentation to patients, for example medical cards, and inform them of their NHS
number
 Action specific requests (for example, missing persons, research and donor information)
 Inform patients of significant changes to practice arrangements and/or bulk transfer patients following GP
resignation/retirement
 Maintain the accuracy and integrity of the GP patient registration database and deal with all queries,
ensuring that notifications of changes to patient details are recorded
 Reconcile NHAIS/NHS Connecting for Health Systems and Service Delivery data with that held on GP
practice systems
 When a patient registers with a GP practice, obtain their medical records and forward to that practice as
soon as possible
 Ensure processes are in place to monitor outstanding medical records from GPs and others, issuing
reminders where appropriate

 Where a GP practice advises that they need the medical records as a matter of urgency, take steps to
expedite the transfer
 Tackle list size inflation
 Deduct patients from practice lists following notification including deaths and removals.
 Recall medical records for patients no longer registered with a GP practice and arrange for their secure
storage in accordance with Records Management: NHS Code of Practice
 Ensure that applications for access to medical records by patients or their representatives are dealt
with and, where appropriate, copies are provided to the applicant within 40 days of receipt of request
 Provide medical records to patients registering with the NHS for the first time.
Screening – delivered by Primary Care Support Services (WYCSA)
Cervical screening
 Ensure the inclusion of all eligible women aged 25 years to 64 years into the cervical screening programme
 Invite and remind eligible women to attend for screening after checking the appropriateness of the
invitation with the woman’s GP practice
 Record test results and notify women of their results in writing
 Ensure women are recalled for further screening at appropriate routine recall intervals, or
earlier if recommended by the laboratory
 Notify GP practices of any woman failing to respond to invitations
 Ensure that copies of screening histories are transferred between NHAIS/NHS Connecting for Health
Systems and Service Delivery Systems when a women moves to live in another area
 Action cease requests
 Participate in audits to improve the screening pathway
Breast screening
 Ensure that all eligible women are identified and their details notified to the breast screening office
to enable invitations to be sent
 Process batch specifications received from the breast screening office to determine the cohort of
women to be invited for screening
 Record attendance for screening notified by the breast screening office on the NHAIS/ NHS
Connecting for Health Systems and Service Delivery systems
 Transfer screening records when a woman moves to live in another area
 Notify the breast screening office of any changes to GP practice or patient registration details recorded
on the NHAIS/ NHS Connecting for Health Systems and Service Delivery systems
 Participate in audits to improve the screening pathway.

Appendix 2 Wakefield CCG Supporting Information to NHSE
Taken from NHSE template: 400 word limit
Since its inception Wakefield CCG has been ambitious and far sighted in its plans for place based commissioning
for the people of Wakefield District.
The CCG believes that primary care co‐commissioning could accelerate the progress of its five year strategic plan
for delivering wider primary care at scale taking a people centred approach to the commissioning and delivery of
primary care. The opportunities through co‐commissioning support the local plans for integration and support
the development of different models in primary care in line with the Five Year Forward View
The CCG and its 40 member practices are now in the second year of a development programme for its seven
geographical practice networks. This Network Development Framework requires practices to undertake work in
eight domains:


population health improvement in conjunction with public health and the local authority;



patient and public engagement;



primary care quality assurance;



improving outcomes and value for money;



integrated care including care closer to home and wider primary care;



the primary care offer;



sustainability and morale;



membership engagement.

The CCG has a successful track record of managing investment in primary care through its Primary Care
Transformation Scheme, Primary Care Local Improvement Framework and now the two year Network
Development Framework which is already delivering the benefits of the £5 per patient investment required by
Everyone Counts.
The CCG wishes to use co‐commissioning to build on this approach and thereby achieve the following benefits:


to achieve greater integration of health and care services, in particular more cohesive systems of out‐of‐
hospital care that bring together general practice, community health services, mental health services and
social care to provide more joined up services and improve outcomes;



to continue to raise standards of quality (clinical effectiveness, patient experience and patient safety) within
general practice services, reduce unwarranted variations in quality, and, where appropriate, provide targeted
improvement support for practices;



to stimulate the primary care provider market optimising the Wakefield pound through greater place based
commissioning



to enhance patient and public involvement in developing services, for instance through asset‐based
community development;



to tackle health inequalities, in particular by improving the quality of primary care in more deprived areas
and for groups such as people with mental health problems or learning disabilities.

The transfer and implementation of co‐commissioning will be managed initially through the internal primary care
programme whilst the CCG determines the changes in roles and responsibilities to ensure that benefits are
tracked and realised.
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The Governing Body is asked to approve the revised NHS Wakefield CCG Conflicts of Interest Policy.
Executive Summary:
The NHS Wakefield CCG Conflicts of Interest Policy has been revised to take account of ‘Managing Conflicts of
Interest: Statutory Guidance for CCGs’ published by NHS England in December 2014. The updated guidance
introduces a range of new requirements for CCGs as part of their arrangements for managing conflicts of
interest. This includes:










All members of the Governing Body and its committees, Clinical Leads / Advisors, members of GP Network
Committees and employees must comply with the policy.
The CCG must satisfy itself on a quarterly basis that all the CCG’s registers of interests are accurate and up
to date.
Hold a register of conflicts of interest declarations and decisions.
Hold a register of procurement decisions
Arrangements for making the register of interests, register of procurement decisions and related
documents available to the public
The Register of Interest will also form part of the annual accounts and will therefore be signed off by
external auditors.
Procurement decisions relating to the commissioning of primary medical services will be made by the
CCG’s new Conflicts of Interest Management Committee (currently referred to as the Executive Approvals
Group). In accordance with the NHS England guidance this Committee is required to meet in public.
Moreover a standing invitation will be made to Wakefield Healthwatch and Wakefield Health and
Wellbeing Board to appoint representatives to attend meetings of the Committee. Terms of reference for
this Committee will be presented for approval by the Governing Body in March 2015.
The Chair of the Audit Committee and the Chief Officer to provide formal attestation to NHS England that
NHS Wakefield CCG has complied with the NHS England guidance.

It is also a requirement for all CCGs wishing to apply for delegated commissioning of primary care services to
submit a conflicts of interest policy which is compliant with this new statutory guidance.
Link to overarching principles
from the strategic plan:

Citizen Participation and Engagement
Wider Primary Care at Scale including Network development
A Modern Model of Integrated Care
Access to the Highest Quality Urgent and Emergency Care



A Step Change in the Productivity of Elective Care
Specialised Commissioning
Mental Health Service Transformation
Maternity, Children and Young People Transformation


An equality impact assessment has been undertaken against this policy
which has shown that there are no groups affected. A copy is enclosed with
the policy.
Not applicable – required in order to comply with NHS England Statutory
Guidance.
Organising ourselves to deliver for our patients

Outcome of Impact
Assessments completed (e.g.
Quality IA or Equality IA)
Outline public engagement –
clinical, stakeholder and
public/patient:
Assurance departments/
organisations who will be
affected have been consulted:

Consultation on this policy has been undertaken with the following
individuals:
‐ Chair of the Audit Committee.
‐ Chair and Clinical Leader
‐ Chief Officer
‐ Chief Finance Officer
‐ Internal Audit
‐ Executive Clinical Advisor

Previously presented at
committee / governing body:

The existing Conflicts of Interest Policy was approved by the Governing Body
on 16 April 2013.

Reference document(s) /
enclosures:

NHS England ‐ ‘Managing Conflicts of Interest: Statutory Guidance for CCGs’:
http://www.england.nhs.uk/wp‐content/uploads/2014/12/man‐confl‐int‐
guid‐1214.pdf

Risk Assessment:

The policy is a key component of the CCG’s application to NHS England for
full delegated authority to commission primary care commissioning.

Finance/ resource implications:

None identified.
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1

Introduction

Managing conflicts of interest appropriately is crucial for the maintenance of public trust in the
commissioning system. It also serves to give confidence to patients, providers, parliament and tax
payers that CCG commissioning decisions are robust, fair, transparent and offer value for money.
NHS Wakefield CCG’s Constitution includes details on the management of conflicts of interest and
should be read in conjunction with this policy.
This policy has been developed in line with the NHS England statutory guidance issued under
sections 14O and 14Z8 of the National Health Service Act 2006 (as amended by the Health and
Social Care Act 2012) (referred to as the Act) which means that CCGs must have regard to such
guidance with the onus on them to explain any non‐adherence.
The Act sets out clear requirements for CCGs to make arrangements for managing conflicts of
interest and potential conflicts of interest, to ensure they do not affect or appear to affect, the
integrity of the CCG’s decision making processes. These requirements are supplemented by
procurement specific requirements in the National Health Service (Procurement, Patient Choice
and Competition) (No.2) Regulations 2013.
NHS Wakefield CCG will manage conflicts of interest appropriately as it is essential to ensure that
commissioning decisions can withstand scrutiny and challenge. The co‐commissioning of primary
medical services is likely to increase the risk of perceived and actual conflicts of interests, especially
for cases where the NHS Wakefield CCG has responsibility for delegated authority and budgets.
This reinforces the need for NHS Wakefield CCG and member practices to have robust and
transparent arrangements in place to actively manage conflicts of interest and protect the integrity
of the NHS commissioning system.
2

Purpose
This policy establishes how NHS Wakefield CCG will ensure that best practice is followed in
managing potential conflicts of interest. The policy further sets out the safeguards which will be
put in place by NHS Wakefield CCG to ensure transparency, fairness and probity in decision making.
The policy aims to:






Enable NHS Wakefield CCG to demonstrate that it is acting fairly and transparently and in the
best interests of its patients and local population;
Ensure that NHS Wakefield CCG is operating within the legal framework, but without being
bound by over‐prescriptive rules that prevents innovation;
Safeguards clinically led commissioning, whilst ensuring objective investment decisions;
Provide the public, providers, Parliament and regulators with confidence in the probity,
integrity and fairness of the decisions made by NHS Wakefield CCG;
Upholds the confidence and trust between patients and GP, in the recognition that individual
commissioners want to behave ethically but may need support and training to understand
when conflicts arise (whether potential or actual) and how to manage them if they do.

This policy also reflects the seven principles of public life established by the Nolan Committee
which are as follows:
 Selflessness
 Openness
 Integrity
 Honesty
 Objectivity
 Leadership
 Accountability
4

The policy sets out:
 The nature of conflicts of interest
 The arrangements for declaring interests at NHS Wakefield CCG
 The NHS Wakefield CCG Register of Interests
 The arrangements for recording the steps taken to manage any conflict of interest
 The arrangements for decision making where a conflict arises
 Engagement with providers on service design
3

Scope of the Policy
The policy applies to NHS Wakefield CCG and all its employees and must be followed by all those
who work for the organisation, including the Governing Body, those on temporary or honorary
contracts, secondments, pool staff, contractors and students. It also applies to the CCG’s Member
Practices.
Where an individual fails to comply with this policy disciplinary action may be taken or the
individual removed from office. In these instances the Governing Body will consider whether to
vote to consider the removal of that individual if they are a member of the Governing Body, a
Committee or a GP Network Committee.
The policy should be read in conjunction with the following policies:
 NHS Wakefield CCG Constitution
 Anti‐Fraud, Bribery and Corruption Policy
 Standards of Business Conduct and Receipt of Hospitality Policy
 Procurement Policy
 General Medical Council Good Medical Practice 2006
 NHS England Statutory Guidance on Managing Conflicts of Interests 2014
 Monitor – Substantive Guidance on the Procurement, Patient Choice and Competition
Regulations 2013
 NHS Clinical Commissioners, Royal College of General Practitioners and British Medical
Association – Shared Principles on conflicts of interests when CCGs are commissioning from
member practices. (Attached as appendix 5 to the report).

4

Duties / Accountability and Responsibilities

4.1

Duties within the organisation
The Governing Body will oversee this policy and will ensure that in accordance with the provisions
of the Constitution, there are systems and processes in place to support all members of the
Governing Body, members of Committees, employees and member practices to:

Declare their interests through a public Register of Interests;

Declare any relevant interests through discussions and proceedings so that any comments
they make are fully understood by all others within that context;

Ensure that where any conflict which could have an effect on any decision or process the
individual concerned will have no part in making or influencing the relevant decision.
Audit Committee Chair will ensure that the CCG complies with national guidance about the
management of conflicts of interest. If required the Chair of the Audit Committee will provide
(together with the Chief Officer) direct formal attestation to NHS England that NHS Wakefield CCG
has complies with national guidance about the management of conflicts of interest.
Chief Officer is the person with overall responsibility for this policy.
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The Chief Officer will ensure that for every interest declared, either in writing or by oral
declaration, arrangements are put in place to manage the conflict of interest or potential conflict of
interests to ensure the integrity of the CCG’s decision making process.
Where necessary the Chief Officer will put in writing to the relevant individual arrangements for
managing a conflict of interests or potential conflicts of interest within a week of declaration. This
will confirm the following:
a) When an individual should withdraw from a specified activity, on a temporary or permanent
basis;
b) Monitoring of the specified activity undertaken by the individual, either by a line manager,
colleague or other designated individual.
The Chief Officer will take such steps as deemed appropriate, and request information deemed
appropriate from individuals to ensure that all conflicts of interest and potential conflicts of
interest are declared.
The Chief Officer will ensure that for every interest declared, either in writing or by oral
declaration, arrangements are in place to manage the conflict of interest or potential conflicts of
interest.
If required the Chief Officer will provide (together Chair of the Audit Committee) direct formal
attestation to NHS England that NHS Wakefield CCG has complies with national guidance about the
management of conflicts of interest.
Chief Financial Officer is the person responsible for ensuring that a process for managing
conflicts of interest is in place.
Governance and Board Secretary is the person responsible for the administrative co‐ordination of
this policy.
Heads of Service must ensure that members of staff are aware of this policy and processes to be
followed.
All members of the Governing Body and its committees, Clinical Leads / Advisors, members of GP
Network Committees and employees must ensure openness and transparency in business
transactions. They must familiarise themselves with this policy and ensure that they comply with
the provisions of it. In particular this includes:

Declare their interests through a public Register of Interests;

Ensure that where any conflict which could have an effect on any decision or process the
individual concerned will follow the requirements of this policy.
Where an individual fails to comply with this policy disciplinary action may be taken.
5.

Managing Conflicts of Interest

5.1

Definitions of Conflicts of Interest
NHS England advise “a conflict of interest occurs where an individual’s ability to exercise judgement
or act in one role is or could be impaired or otherwise influenced by his or her involvement in
another role or relationship. The individual does not need to exploit his or her position or obtain an
actual benefit, financial or otherwise, for a conflict of interest to occur.”
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Monitor state that “for the purpose of Regulation 6 [National Health Service (Procurement, Patient,
Choice and Competition) (No.2.) Regulations 2013] a conflict will arise where an individual’s ability
to exercise judgement or act in their role in the commissioning of services is impaired or influenced
by their interests in the provision of those services.”
Conflicts can arise from:
a) a direct financial interest
b) an indirect financial interest (e.g. payment to a spouse);
c) a non‐financial interest (e.g. reputation)
d) a conflict of loyalty (e.g. in respect of an organisation of which the individual is a member or
which they have an affiliation).
e) personal or professional relationships with others, e.g. where the role or interest of a family
member, friend or acquaintance may influence an individual’s judgement or actions or could
be perceived to do so.
These are all conflicts of interest. Depending on the particular circumstances these factors can all
give rise to a perceived or actual conflict of interest.
For commissioner, a conflict of interest may, therefore, arise when their own judgement in their
commissioning role could be, or be perceived to be, influenced and impaired by their own concerns
and obligations as a provider.
5.2

Legislative Framework
Section 14O of the Act sets out the minimum requirement of what CCGs must do in terms of
managing conflicts of interest as follows:






Maintain appropriate registers of interest;
Publish or make arrangements for the public to access those registers;
Make arrangements requiring the prompt declarations of interests by the persons specified
and ensure that these interests are entered into the relevant register;
Make arrangements for managing conflicts of interest and potential conflicts of interest
Have regard to guidance published by NHS England and Monitor in relation to conflicts of
interest

Section 14O is supplemented by the procurement specific requirements set out in the National
Health Service (Procurement, Patient Choice and Competition) (No.2) Regulations 2013. In
particular Regulation 6 requires that:




CCGs must not award a contract for the provision of NHS Healthcare services where conflicts,
or potential conflicts, between the interests involved in commissioning such services and the
interests involved in providing them affect, or appear to affect, the integrity of the award of
that contract;
CCGs must keep a record of how it managed any such conflict in relation to NHS
commissioning contracts it enters into.

Regulation 6 sets out the basic framework for CCGs to operate within. The detailed requirements
are set out in the guidance issued by Monitor (Substantive Guidance on the Procurement, Patient
Choice and Competition Regulations).
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5.3

Principles
The following principles (recommended by NHS England) will be integral to the commissioning of
services and support the management of conflicts of interest:
 Doing business appropriately. NHS Wakefield will get needs assessments, consultation
mechanisms, commissioning strategies and procurement procedures right from the outset so
that conflicts of interest become easier to identify, avoid or deal with, because the rationale for
all decision‐making will be clear and transparent.
 Being proactive and not reactive. NHS Wakefield will seek to identify and minimise the risk of
conflicts of interest at the earliest possible stage, for instance by considering potential conflicts
of interest when electing or selecting individuals to join the governing body or other decision‐
making bodies, and by ensuring individuals receive proper induction and understand their
obligations to declare conflicts of interest. NHS Wakefield CCG will establish and maintain a
registers of interests, and agree in advance how a range of different situations and scenarios will
be handled.
 Assuming that individuals will seek to act ethically and professionally, but may not always be
sensitive to all conflicts of interest. The processes put in place will assume people will
volunteer information about conflicts and, where necessary exclude themselves from decision‐
making, but there will also be prompts and checks to reinforce this.
 Being balanced and proportionate. The requirements for management conflicts of interests at
NHS Wakefield CCG will be clear and robust but not overly prescriptive or restrictive. They will
ensure decision‐making is efficient as well as transparent and fair but not constrain people by
making it overly complex.
 Openness. NHS Wakefield CCG will ensure that there is early engagement with patients, the
public, clinicians and other stakeholders including Healthwatch the Health and Wellbeing Board.
 Responsiveness and best practice. NHS Wakefield CCG will ensure that commissioning
intentions are based on local health needs and reflect evidence of best practice – securing ‘buy
in’ from patients and clinicians to the clinical case for change.
 Transparency. NHS Wakefield CCG will document clearly the approach that will be taken at
every stage in the commissioning cycle.
 Securing expert advice. NHS Wakefield CCG will ensure that plans take into account advice from
appropriate health and social care professionals, e.g. through clinical senates and networks; and
draw on commissioning support.
 Engaging with providers. There will be early engagement with both incumbent and potential
new providers over potential changes to the services commissioned for a local population.
 Creating clear and transparent commissioning specifications that reflect the depth of
engagement and set out the basis on which any contract will be awarded.
 Following proper procurement processes and legal arrangements including even‐handed
approaches to providers.
 Ensuring sound record‐keeping, including an up to date register of interests.
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 Dispute resolution. NHS Wakefield CCG will ensure that there is a clear recognised process for
dispute resolution.
5.4

Requirements of the Constitution
The Constitution of NHS Wakefield CCG identifies that a conflict of interest will include:

5.5



direct pecuniary interest: where an individual may financially benefit from the consequences of
a commissioning decision (for example, as a provider of services);



an indirect pecuniary interest: for example, where an individual is a partner, member or
shareholder in an organisation that would benefit financially from the consequences of a
commissioning decision;



a non‐pecuniary interest: where an individual holds a non‐remunerative or not‐for profit
interest in an organisation, that will benefit from the consequences of a commissioning
decision (for example, where an individual is a trustee of a voluntary provider that is bidding for
a contract);



a non‐pecuniary personal benefit: where an individual may enjoy a qualitative benefit from the
consequence of a commissioning decision which cannot be given a monetary value (for
example, a reconfiguration of hospital services which might result in the closure of a busy clinic
next door to an individual’s house).



where an individual is closely related to, or in a relationship, including friendship, with an
individual in the above categories.

Privileged Information
No one should use confidential information acquired in the pursuit of their role within or
associated with NHS Wakefield CCG to benefit themselves or another connected person, or create
the impression of having done so.
Members of the CCG, employees, associated staff and the Governing Body should take care not to
provide any third party with a possible advantage by sharing privileged, personal or commercial
information, or by providing information that may be commercially useful in advance of that
information being made available publically (such as by informing a potential supplier of an up and
coming procurement in advance of other potential bidders), or any other information that is not
otherwise available in the public domain.

5.6

Examples of Conflicts of Interest
Conflicts of interest may arise where an individual, personal or a connected person’s interests and
loyalties conflict with those of NHS Wakefield CCG and could result in decisions or actions which
are not in the interests of the organisation and the population it serves. This could therefore result
in the impression that the CCG has acted improperly.
Examples of interests for the individual or an individual who is closely related to them that will be
deemed to be relevant will include:



Roles and responsibilities held within member practices.
Membership of a Partnership (whether salaried or profit sharing) seeking to enter into any
contracts with NHS Wakefield CCG
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Ownership or part‐ownership of private companies, businesses or consultancies likely or
possibly seeking to do business with NHS Wakefield CCG.
Directorships, including non‐executive Directorship held in private or public limited companies
seeking to enter into contracts with NHS Wakefield CCG
Material Shareholdings of companies in the field of health and social care seeking to enter into
contracts with NHS Wakefield CCG
Positions of authority in an organisation (e.g. charity or voluntary organisation).
Any interest that they are (if registered with the General Medical Council (GMC)) required to
declare in accordance with paragraph 55 of the GMC’s publication Management for Doctors or
any successor guide.
Any interest that they (if they are registered with the Nursing and Midwifery Council (NMC))
would be required to declare in accordance with paragraph 7 of the NMC’s publication Code of
Professional Conduct or any successor Code.
Any interest which does or might constitute a conflict of interest in relation to the specification
for or award of any contract to provide goods or services to NHS Wakefield CCG.
Any research funding or grants that may be received by the individual or any organisation that
they have an interest or role in.
Any affiliation with a political party or interest group likely or possibly seeking to influence
health and social care.
Any role or relationship which the public could perceive would impair or otherwise influence
the individual’s judgment or actions in their role within the CCG.

It is not possible to define all instances in which and interest may be real or a perceived conflict and
it is therefore for each individual to exercise their judgment in deciding whether to register any
interests that may be construed as a conflict. If there is any doubt as to whether or not an interest
is relevant, a declaration of the interest must be made.
5.7

Declarations of Interest
All relevant individuals (including all members of the Governing Body and its committees, Clinical
Leads / Clinical Advisors, members of GP Network Committees and CCG employees) will be
required to complete a Declarations of Interest proforma upon their appointment to their position.
The Declarations of Interest proforma is attached at appendix 1.
Where an individual is unable to provide a declaration in writing, for example if a conflict becomes
apparent in the course of a meeting, they will make an oral declaration before witnesses (those
members present), and provide a written declaration as soon as possible thereafter.
All declarations should include sufficient information about the nature of the interest. This will
enable NHS Wakefield CCG to determine the extent of the interest.
The Lay Member with particular responsibility for governance will make themselves available to
provide any advice to any individual who believes they have, or may have, a conflict of interest.
NHS Wakefield CCG will ensure that declarations are made in the following circumstances:

5.7.1

On appointment
Any applicant for appointment to NHS Wakefield CCG and or the governing body will be requested
to declare any relevant interests.
NHS Wakefield CCG will consider whether any conflict of interest excludes individuals from being
appointed to the Governing Body or to any of its sub‐committees. These will be considered on a
case by case basis. In determining this NHS Wakefield CCG will assess the materiality of the interest
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and in particular whether the individual or an individual who is closely related to them (for example
a family member, friend or business partner) could benefit from any decision made.
If a conflict of interest is related to such a significant area of business that the individual would be
unable to make a full and proper contribution to the Governing Body, the individual will not be able
to become a member of the Governing Body. For example any individual who has a material
interest in an organisation which provides or is likely to provide substantial services to NHS
Wakefield CCG will not be a member of the Governing Body if the nature of their interest is such
that they are likely to need to exclude themselves from decision making on so regular a basis that it
significantly limits their ability to effectively operate as a member.
5.7.2

At meetings
At meetings all attendees will be required to declare any interest they have in any agenda items as
soon as it becomes apparent. Declarations of interest will be an agenda item at each meeting.
Where an individual is aware of an interest which:
a) has not been declared, either in writing or orally, they will declare this at the start of the
meeting;
b) has previously been declared, in relation to the scheduled or likely business of the meeting, the
individual concerned will bring this to the attention of the Chair of the meeting, together with
details of arrangements which have been confirmed for the management of the conflicts of
interest or potential conflicts of interests.
Any declarations of interests, and arrangements agreed in any meeting of NHS Wakefield CCG
committees or sub‐committees, or the Governing Body, the Governing Body’s committees or sub‐
committees, will be recorded in the minutes. In addition all decisions and details of how any
conflict of interest have been managed will be recorded in the register of interests (see section
5.9).

5.7.3

Quarterly declarations
The Governing Body will satisfy itself on a quarterly basis that all the CCG’s registers of interests are
accurate and up to date.

5.7.4

Change in role, responsibilities or circumstances
Where an individual changes roles or responsibility within NHS Wakefield CCG or the Governing
Body any change to that individual’s interest must be declared.
When an individual’s circumstances change in any way which affects the individuals interest a
further declaration must be made to reflect the change in circumstances. This could involve a
declaration from ceasing to exist or a new one being created.
Individuals will be required to declare any interest they have as soon as they are aware of it and no
later than 28 days after becoming aware in writing to the Governance and Board Secretary.

5.8

Management of Conflicts of Interest
Where an interest has been declared, either in writing or orally the declarer will ensure that before
participating in any activity connected with NHS Wakefield CCG’s exercise of its commissioning
functions, they have received confirmation of the arrangements to manage the conflict of interest
or potential conflict of interest from the Governing Body.
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5.9

Register of Interests
NHS Wakefield CCG will maintain a Register of Interests of:
a) the members of the group who would potentially be in a position to benefit from the CCG’s
decisions, this must include the interests of all individuals who sit on GP Network Committees
and those who take part in CCG task and finish groups;
b) the members of the NHS Wakefield CCG Governing Body ;
c) clinical leads and clinical advisors engaged by the CCG;
d) the members of its committees or sub committees and the committees or sub‐committees of
its governing body; and
d) its employees (this process for this is outlined in the Standards of Business Conduct and Receipt
of Hospitality Policy).
When entering an interest on the Register of Interests NHS Wakefield CCG will ensure that it
includes sufficient information about the nature of the interest and those holding the interest.
The Register of Interests is held and updated by the Governance and Board Secretary and will be
checked on a quarterly basis, reported to the Audit Committee and will be publically available on
NHS Wakefield CCG’s website. It will also be available on request or for inspection at the NHS
Wakefield CCG headquarters. Updated copies will be made available every three months.
When a new interest has been declared the Register of Interests will be updated accordingly.
The Register of Interest will also form part of the annual accounts and will therefore be signed off
by external auditors.

5.10

Decision Making when a conflict of Interest Arises or excluding individuals from meetings
When members of an NHS Wakefield CCG decision making body have a material interest they will
be excluded from relevant parts of meetings, or be able to join in the discussion, but not participate
in the decision making itself or vote.
The Chair of each NHS Wakefield CCG meeting will have responsibility for deciding where there are
conflicts of interest during meetings and the course of action which will be taken. During this
situation the Chair may decide to consult with the Chief Officer (or the Chief Financial Officer if the
Chief Officer in not in attendance) on the way forward. All decisions and details of how any conflict
of interest have been managed will be recorded in the minutes of the meeting and published in the
registers.
Where no arrangements have been confirmed regarding the management of the conflict of
interests the Chair of the meeting may require the individual to withdraw from the meeting or part
of it. The individual will then comply with these arrangements which will be recorded in the
minutes of the meeting. If an individual leaving the meeting impacts upon quoracy the Chair
reserves the right to adjourn and reconvene the meeting when appropriate membership can be
ensured.
Depending on the nature of the conflict, GPs or other practice representatives may be permitted to
participate in discussions about the proposed decision but will not take part in any vote on the
decision.
Where the Chair of any meeting of the group, including committees, sub‐committees, or the
Governing Body and the Governing Body’s committees and sub‐committees, has a personal
interest, previously declared or otherwise, in relation to the scheduled or likely business of the
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meeting, they must make a declaration and the Deputy Chair will act as Chair for the relevant part
of the meeting. Where arrangements have been confirmed for the management of the conflict of
interests or potential conflicts of interests in relation to the Chair, the meeting must ensure these
are followed. Where no arrangements have been confirmed, the Deputy Chair may require the
Chair to withdraw from the meeting or part of it. Where there is no Deputy Chair, the members of
the meeting will select one.
Where more than 50% of the members of a meeting are prevented from making a decision because
of a conflict of interests it may still be possible for decisions to be made by the remaining members
of the Governing Body or committee (if the meeting remains quorate). The Chair (or Deputy Chair)
will determine whether or not the discussion can proceed and a decision can be made. This may
be possible if the remaining members are lay, executive or other independent members. In certain
circumstances NHS Wakefield CCG may require arrangements to secure additional external
involvement in these decisions.
In making this decision the Chair will consider whether the meeting is quorate, in accordance with
the number and balance of membership set out in the CCG’s Constitution. Where the meeting is
not quorate, owing to the absence of certain members, the discussion will be deferred until such
time as a quorum can be convened. Where a quorum cannot be convened from the membership
of the meeting, owing to the arrangements for managing conflicts of interest or potential conflicts
of interests, the Chair of the meeting shall consult with Governing Body on the action to be taken.
This may include:
a)

Requiring another of the CCG’s committees or sub‐committees, the Governing Body or the
Governing Body’s committees or sub‐committees (as appropriate) which can be quorate to
progress the item of business.

b)

Refer the decision to the Governing Body and exclude all GPs or other practice representatives
with an interest from the decision making process so that the decision can be made by only
the non‐GP members of the Governing Body including lay and executive members and the
registered nurse and secondary care doctor.

c)

Where the decision rests with the Governing Body inviting on a temporary basis one or more
of the following to make up the quorum (where these are permitted members of the Board or
committee / sub‐committee in question) so that the group can progress the item of business:
i)
ii)

a member of CCG who is an individual;
an individual appointed by a member practice to act on its behalf in the dealings between
it and the clinical commissioning group;
iii) co‐opt individuals from a Health and Wellbeing Board;
iv) co‐opt individuals of another CCG, ensuring that they are not conflicted or excluded from
Governing Body membership under the relevant legislation;

5.11

Decision Making when a conflict of interest arises regarding Primary Medical Care
Procurement decisions relating to the commissioning of primary medical services will be made by
the CCG’s Conflicts of Interest Management Committee.
These arrangements will not preclude GP participation in strategic decisions on primary care issues,
subject to appropriate management of conflicts of interest. These apply to decision making on
procurement issues and the deliberations leading up to these.
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The membership of Conflicts of Interest Management Committee will be constituted to ensure that
the majority of members will consist of executive and Lay Members. The membership will consist
of all Governing Body Members with the exception of the GP members and the Practice Manager
representative. The Chair of the Conflicts of Interest Management Committee will be a Lay
Member.
Conflicts of interest will be considered on an individual basis. NHS Wakefield CCG will consider
reciprocal arrangements with other CCGs in order to support effective clinical representation
Meetings of the Conflicts of Interest Management Committee will normally be held in public unless
it has been concluded that it is appropriate to exclude the public as permitted by the Public Bodies
(Admission to Meetings) Act 1960.
A standing invitation will be made to Wakefield Healthwatch and Wakefield Health and Wellbeing
Board to appoint representatives to attend meetings of the Conflicts of Interest Management
Committee . This will include where appropriate for items where the public is excluded from a
particular item or meeting for reasons of confidentiality. These representatives will not form part
of the membership of the Committee.
5.12

Role of Commissioning Support Services
Commissioning Support Units can play an important role in helping the CCG decide the most
appropriate procurement route, undertake procurements and manage contracts in ways that
manage conflicts of interest and preserve integrity of decision making.
Yorkshire and Humber Commissioning Support (YHCS) supports NHS Wakefield CCG in deciding the
most appropriate procurement route, undertake procurements and manage contracts in ways that
manage conflicts of interest and preserve the integrity of decision making. NHS Wakefield CCG will
assure itself that the YHCS business process is robust and enables NHS Wakefield CCG to meet its
duties in relation to procurement and those relating to the management of conflicts of interest.
When NHS Wakefield CCG is undertaking procurement YHCS helps to demonstrate that the CCG is
acting fairly and transparently when presenting information bids by including and assessment of
whether providers meet pre‐qualifying criteria and an assessment of which provider provides best
value for money. However NHS Wakefield CCG will:




5.13

Determine and sign off the specification and evaluation criteria
Decide and sign off decisions on which providers to invite to tender
Make the final decision on the selection of the provider

Role of NHS England
NHS England will support CCGs in meeting their duties in relation to managing conflicts of interest.
NHS England will seek to assure itself that CCGs are meeting their statutory duties in managing
conflicts of interest including having regard to the statutory guidance issued by itself and Monitor.
Where there are any concerns that a CCG was not meeting these requirements NHS England or
Monitor could seek further information or explanation or take further action as deemed necessary.

6

Procurement and Managing conflicts of Interest where GP Practices are potential providers of
CCG Commissioned Services

6.1

An area where NHS Wakefield CCG may need to manage conflicts of interest is where it may
commission (or continue to commission) healthcare services, including GP services, in which a
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member of the CCG has a financial or other interest. This may arise in the context of co‐
commissioning of primary care services, particularly with regard to delegated or joint
arrangements, but will also need to be considered in respect of any commissioning issue where GPs
are current or possible providers. These factors are addressed in the procurement template
attached at appendix 4.
6.2

Register of Procurement Decisions
NHS Wakefield CCG will maintain a register of procurement decisions taken which include:
a) The details of the decision made
b) Who was involved in making the decision for example Governing Body or committee members
and others with decision making responsibility
c) A summary of any conflicts of interest in relation to the decision and how this was managed by
the CCG
This register will be updated whenever a procurement decision has been made. The Register of
Procurement Decisions is held by the Head of Contracting and will be available on the NHS
Wakefield CCG website and available on request or for inspection at the NHS Wakefield CCG
headquarters. Updated copies will be circulated every three months and presented to the Audit
Committee on a regular basis.
The Register of Procurement Decisions will also form part of the annual accounts and will therefore
be signed off by external auditors.

6.3

General considerations
The Procurement, Patient Choice and Competition Regulations place requirements on
commissioners to ensure that they adhere to good practice in relation to procurement. In addition
Monitor’s Substantive Guidance on the Procurement, Patient Choice and Competition Regulations
is the statutory guidance provided in relation to conflicts of interest and procurement decisions.
NHS Wakefield CCG recognises the importance of making decisions about the services it procures /
commissions in a manner which does not call into question the reasons behind the procurement
decision which has been made. NHS Wakefield CCG will commission and procure services in a
manner which is open, transparent, fair and non‐discriminatory. This will apply to any services it
commissioners, including any arrangements for the co‐commissioning of primary medical services

6.4

Member practices
The British Medical Association (BMA) have identified that a conflict of interest may arise in the
following instances:




Where GPs may refer their patients to a provider company in which they have financial
interest;
Where GPs make decisions regarding the care of their patients to influence the ‘quality
premium’ they receive through their consortium (CCG);
Where enhanced services are commissioned that could be provided by member practices;

NHS Wakefield CCG will expect that member practices must continue to ensure that patients are
referred to the service that they in their professional opinion believe is most appropriate for that
patient’s condition, whilst responding to the wishes and choices of that patient. Where the most
appropriate service to which the patient is referred is also one in which the GP has a vested interest
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the GP must inform them of this fact, in line with paragraph 76 of the General Medical Council
Guidelines ‘Good Medical Practice’ 2006.
6.5

Managing conflicts of interest: contractors and people who provide services to NHS Wakefield
CCG
Anyone seeking information in relation to a procurement, or participating in a procurement, or
otherwise engaging with the CCG in relation to the potential provision of services or facilities to the
group, will be required to make a declaration of any relevant conflict / potential conflict of interest.
Bidders will be asked to complete a formal declaration at the invitation to tender stage of the
procurement process. This form is enclosed at Appendix 3.
Anyone contracted to provide services or facilities directly to the CCG will be subject to the same
provisions of this policy in relation to managing conflicts of interests. This requirement will be set
out in the contract for their services.

6.6

Managing conflicts of Interest where GP Practices are potential providers of CCG Commissioned
Services

6.6.1

Factors to Address When Commissioning Services from GP Practices
The attached template at Appendix 4 sets out the factors NHS Wakefield CCG will address when
drawing up plans to commission primary medical services or services when a GP (whether a NHS
Wakefield CCG Governing Body member or not) may be a potential provider. This will provide
assurance:


To Health and Wellbeing Boards, local Healthwatch and local communities that the proposed
service meets local needs and priorities;



That NHS Wakefield CCG is seeking and encouraging scrutiny of its decision making process;



To the Audit Committee and the CCG’s external auditors that a robust process has been
followed in deciding to commission the service, in selecting the appropriate procurement
route, and in addressing potential conflicts; and



To NHS England in the context of assuring co‐commissioning arrangements.

The template will be used as a method to make evidence of deliberations on conflicts of interest
publically available and the template is one method of evidencing this and will support NHS
Wakefield CCG in fulfilling its duty in relation to public involvement.
The NHS Act, the Health and Social Care Act (HSCA) and associated regulations set out the statutory
rules with which commissioners are required to comply when procuring and contracting for the
provision of clinical services, which need to be considered alongside the Public Contract Regulations
and where appropriate EU procurement rules.
The Procurement, Patient Choice and Competition Regulations place requirements on
commissioners to ensure that they adhere to good practice in relation to procurement, do not
engage in anti‐competitive behaviour that is against the interest of patients, and protect the right
of patients to make choices about their healthcare.
The regulations set out that commissioners must:
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manage conflicts and potential conflicts of interests when awarding a contract by prohibiting
the award of a contract where the integrity of the award has been or appears to have been
affected by a conflict; and



keep appropriate records of how they have managed any conflicts in individual cases.

Monitor has a statutory duty under section 78 of the HSCA to produce guidance on compliance with
any requirements imposed by the regulations and how it intends to exercise the powers conferred
on it by these regulations. Monitor’s Substantive guidance on the Procurement, Patient Choice and
Competition Regulations is the relevant statutory guidance. NHS England works closely with
Monitor with regard to these matters and has engaged with Monitor in developing this revised
guidance.
6.6.2

Designing Service Requirements
It is good practice to engage relevant providers, especially clinicians, in confirming the design of
service specifications will meet patient need. Such engagement, done transparently and fairly, is
entirely legal. However, conflicts of interest can occur if a commissioner engages selectively with
only certain providers (be they incumbent or potential new providers) in developing a service
specification for a contract for which they may later bid.
NHS Wakefield CCG will seek, as far as possible, to specify the outcomes that it wishes to see
delivered through a new service, rather than the way in which these outcomes are to be achieved.
As well as supporting innovation, this helps prevent bias towards particular providers in the
specification of services.
Other practical steps will include:
 Advertise the fact that a service design/re‐design exercise is taking place widely and invite
comments from any potential providers and other interested parties (ensuring a record is kept
of all interactions);
 As the service design develops, engage with a wide range of providers on an ongoing basis to
seek comments on the proposed design, e.g. via the commissioner’s website or workshops with
interested parties;
 Use engagement to help shape the requirement to meet patient need but take care not to gear
the requirement in favour of any particular provider;
 If appropriate, engage the advice of an independent clinical adviser on the design of the service;
 Will be transparent about procedures;
 Ensure that at all stages that potential providers are aware of how the service will be
commissioned;
 Maintain commercial confidentiality.
NHS Wakefield CCG will ensure that is has systems for managing conflicts of interest on an ongoing
basis, for instance, in monitoring a contract that has been awarded to a provider in which an
individual has an interest.
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7

Public Sector Equality Duty
NHS Wakefield CCG aims to design and implement services, policies and measures that meet the
diverse needs of our service, population and workforce, ensuring that none are placed at a
disadvantage over others.
An Equality impact Assessment has been completed which has shown that no groups will be
adversely affected by this policy. This is attached at appendix 2
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Consultation
Consultation on this policy will be undertaken with the Chair of the Audit Committee.
This policy has been written in line with the guidance from NHS England; Managing Conflicts of
Interest: Statutory Guidance for CCGs (2014) who as a part of the development of this undertook
consultation with:
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Healthwatch England
Monitor
The National Audit Office (informally)
General Practitioners Committee
Royal College of General Practitioners
General Medical Council
CCG representatives

Training
Training for members of the Governing Body, committee members and staff on the arrangements
outlined within this policy will be taken forward in due course.
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Monitoring Compliance with and the Effectiveness of Procedural Documents
NHS Wakefield CCG will continue to monitor its procedures for monitoring conflicts of interest to
ensure that they continue to remain fit for purpose as the organisation develops and remains in
line with statutory regulations and guidance. Regular reports will be present to the Governing Body
and the Audit Committee.
Monitoring compliance of the policy will be via the Audit Committee and Governing Body and the
Governance & Board Secretary will take any action as necessary.
Monitoring on the regular return of declaration of interest forms and approval of the Register of
Interests and Registers of Procurement Decisions will be undertaken by the Governance & Board
Secretary.
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Arrangements for Review
This policy will be updated every two years or when deemed necessary.
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Dissemination
NHS Wakefield CCG will ensure that all employees and decision makers are aware of the existence
of this policy.
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This policy, following ratification by the Governing Body will be disseminated to staff and member
practices via the CCG intranet.
All staff will be notified of this policy through the NHS Wakefield CCG newsletter Connected.
13

Associated Documentation
NHS Wakefield Clinical Commissioning Group Constitution
Anti‐Fraud, Bribery and Corruption Policy
Standards of Business Conduct, Receipt of Hospitality and Anti‐Bribery Policy
Procurement Strategy
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Appendix 1

NHS WAKEFIELD CLINICAL COMMISSIONING GROUP
DECLARATION OF INTERESTS
NAME: ____________________________________________ (please print)
POSITION / MEMBER OF: Governing Body  Sub ‐ Committee  Executive Director 
Clinical Lead / Advisor 
Network Committee 

(please  appropriate box)
This form is required to be completed in accordance with NHS Wakefield CCG’s Constitution and section
14O of The National Health Service Act 2006, the NHS (Procurement, Patient Choice and Competition)
regulations 2013 and the Substantive guidance on the Procurement, Patient Choice and Competition
Regulations
Interests that must be declared (whether such interests are those of the individual themselves or of a
family member, close friend or other acquaintance of the individual) include:











roles and responsibilities held within member practices;
directorships, including non‐executive directorships, held in private companies or
PLCs;
ownership or part‐ownership of private companies, businesses or consultancies likely or possibly
seeking to do business with the CCG and /or with NHS England
shareholdings (more than 5%) of companies in the field of health and social care;
a position of authority in an organisation (e.g. charity or voluntary organisation) in
the field of health and social care;
any connection with a voluntary or other organisation (public or private) contracting for NHS services;
research funding/grants that may be received by the individual or any organisation in which they have
an interest or role;
any other role or relationship which the public could perceive would impair or otherwise influence the
individual’s judgment or actions in their role within the CCG.

If there is any doubt as to whether or not an interest is relevant, a declaration of the interest must be
made.
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Name
Position within or relationship
with NHS Wakefield CCG or NHS
England
Interests
Type of Interest

Details

Personal interest or that of a
family member, close friend or
other acquaintance?

Roles and Responsibilities held
within member practices
Directorships, including non‐
executive directorships, held in
private companies or PLCs.
Ownership or part ownership of
private companies, businesses or
consultancies likely or possibly
seeking to do business with NHS
Wakefield CCG or NHS England
Shareholdings (more than 5%) of
the companies in the field of
health and social care
Positions of Authority in an
organisation (e.g. charity or
voluntary organisation) in the
field of health and social care
Any connection with a voluntary
or other organisation contracting
for NHS services
Research funding / grants that
may be received by the individual
or any organisation they have an
interest or role in
Other specific interests
Any role or relationship which the
public could perceive would
impair or otherwise influence the
individual’s judgement or actions
in their role within NHS Wakefield
CCG and/or NHS England
To the best of my knowledge and belief, the above information is complete and correct. I undertake to
update as necessary the information provided and to review the accuracy of the information provided
regularly and not longer than annually. I give my consent for the information to be used for the purposes
described in the CCG’s Constitution and published accordingly.
Signed:
Date:
Please return the completed form to Katherine Bryant, Governance and Board Secretary, White Rose
House, Wakefield WF1 1LT
22

Notes:


Each CCG must make arrangements to ensure that the persons mentioned above declare any interest
which may lead to a conflict with the interests of the CCG and /or NHS England and the public for
whom they commission services in relation to a decision to be made by the CCG and/or NHS England
or which may affect or appear to affect the integrity of the award of any contract by the CCG and/or
NHS England.



A declaration must be made of any interest likely to lead to a conflict or potential conflict as soon as
the individual becomes aware of it, and within 28 days.



If any assistance is required in order to complete this form, then the individual should contact
Katherine Bryant.



The completed form should be sent by both email and signed hard copy to Katherine Bryant.



Any changes to interests declared must also be registered within 28 days by completing and
submitting a new declaration form.



The register will be published on the NHS Wakefield CCG website and made available to members of
the public through local libraries (any circumstances where information will be Redacted?].



Any individual – and in particular members and employees of NHS Wakefield CCG and/or NHS England‐
must provide sufficient detail of the interest, and the potential for conflict with the interests of the
CCG and/or NHS England and the public for whom they commission services, to enable a lay person to
understand the implications and why the interest needs to be registered.



If there is any doubt as to whether or not a conflict of interests could arise, a declaration of the
interest must be made.
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Appendix 2
Equality Impact Assessment
Title of policy

Conflicts of Interest Policy

Names and roles of people completing the assessment

Adam Bassett, Senior Associate
Governance and Risk

Date assessment started/completed

December 2014

1. Outline
Give a brief summary of the policy

This policy establishes how NHS Wakefield
CCG will ensure that best practice is
followed in managing potential conflicts of
interest. The policy further sets out the
safeguards which will be put in place by
NHS Wakefield CCG to ensure
transparency, fairness and probity in
decision making.

What outcomes do you want to achieve

2.Analysis of impact
This is the core of the assessment, using the information above detail the actual or likely impact on
protected groups, with consideration of the general duty to;
eliminate unlawful discrimination; advance equality of opportunity; foster good relations
Are these
What action will be taken to
Are there any likely impacts?
negative or address any negative impacts
Are any groups going to be
positive?
or enhance positive ones?
affected differently?
Please describe.
Age
None identified
Carers

None identified

Disability

None identified

Sex

None identified

Race

None identified

Religion or belief
Sexual orientation
Gender
reassignment
Pregnancy and
maternity
Marriage and civil
partnership
Other relevant

None identified
None identified
None identified
None identified
None identified
None identified
24

group
If any negative/positive impacts were identified are
they valid, legal and/or justifiable?
Please detail.

There are no issues identified in this policy
which will adversely affect any groups.

4. Monitoring, Review and Publication
How will you review/monitor the
impact and effectiveness of your
This policy will be regularly monitored
actions
Lead Officer
Adam Bassett
Review date:

December 2014

5.Sign off
Lead Officer
Director Responsible

Katherine Bryant
Andrew Pepper

Date approved:

January 2015
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Appendix 3

NHS Wakefield Clinical Commissioning Group
Bidders/potential contractors/service providers declaration form: financial and other interests
This form is required to be completed in accordance with the CCG’s Constitution, and s140 of the
NHS Act 2006 (as amended by the Health and Social Care Act 2012) and the NHS (Procurement,
Patient Choice and Competition) (No2) Regulations 2013 and related guidance.
Interests that must be declared (whether such interests are those of the Relevant Person themselves
or of a family member, close friend or other acquaintance of the Relevant Person), include the
following:
 the Relevant Organisation or any person employed or engaged by or otherwise connected with
a Relevant Organisation (Relevant Person) has provided or is providing services or other work
for the CCG or NHS England;
 a Relevant Organisation or Relevant Person is providing services or other work for any other
potential bidder in respect of this project or procurement process;
 the Relevant Organisation or any Relevant Person has any other connection with the CCG or
NHS England, whether personal or professional, which the public could perceive may impair or
otherwise influence the CCG’s or any of its members’ or employees’ judgements, decisions or
actions.
Name of Relevant Organisation
Interests
Type of Interest
Provision of Services or other work
for NHS Wakefield CCG or NHS
England
Provision of Services or other work
for any other potential bidder in
respect of this project or
procurement process
Any other connection with NHS
Wakefield CCG or NHS England,
whether personal or professional
which the public could perceive may
impair or otherwise influence NHS
Wakefield CCGs or any of its
members or employees
judgements, decisions or actions.

Details

Name of relevant person
Interests
Type of interest

Complete for all relevant persons
Details

Personal interest or that of a
family member, close friend or
other acquaintance

Provision of services or other work
for NHS Wakefield CCG or NHS
England
Provision of services or other work
for any other potential bidder in
respect of this project or
procurement process
Any other connection with NHS
Wakefield CCG or NHS England,
whether personal or professional,
which the public could perceive may
impair or otherwise influence NHS
Wakefield CCG’s or any of its
members or employees judgements,
decisions or actions
To the best of my knowledge and belief, the above information is complete and correct. I undertake
to update as necessary the information.
Signed:
On behalf of:
Date
Notes:
 All potential bidders/contractors/service providers, including sub‐contractors, members of a
consortium, advisers or other associated parties (Relevant Organisation) are required to identify
any potential conflicts of interest that could arise if the Relevant Organisation were to take part
in any procurement process and/or provide services under, or otherwise enter into any contract
with, the CCG, or with NHS England in circumstances where the CCG is jointly commissioning
the service with, or acting under a delegation from, NHS England. If any assistance is required
in order to complete this form, then the Relevant Organisation should contact the Procurement
Team via the relevant procurement project.
 The completed form should be returned as required with the procurement documentation.
 Any changes to interests declared either during the procurement process or during the term of
any contract subsequently entered into by the Relevant Organisation and the CCG must notified
to the CCG by completing a new declaration form and submitting it to the Contracting Team.
 Relevant Organisations completing this declaration form must provide sufficient detail of each
interest so that the CCG, NHS England and also a member of the public would be able to
understand clearly the sort of financial or other interest the person concerned has and the
circumstances in which a conflict of interest with the business or running of the CCG or NHS
England (including the award of a contract) might arise.
 If in doubt as to whether a conflict of interests could arise, a declaration of the interest should
be made.
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Appendix 4

NHS Wakefield Clinical Commissioning Group Procurement Template
Template to be used when commissioning services from GP practices, including provider consortia,
or other organisations which GPs have a financial interest.

Service:

Question

Comment/Evidence

Questions for all three procurement routes
How does the proposal deliver good or improved
outcomes and value for money – what are the
estimated costs and the estimated benefits? How
does it reflect the CCG’s proposed commissioning
obligations?
How have you involved the public in the decision to
commission this service?
What range of health professionals have been
involved in designing the proposed service?
What range of potential providers have been
involved in considering the proposals?
How have you involved your Health and Wellbeing
Board(s)? How does the proposal support the
priorities in the relevant joint health and wellbeing
strategy (or strategies)?
What are the proposals for monitoring the quality of
the service?
What systems will there be to monitor and publish
data on referral patterns?
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Have all conflicts and potential conflicts of interests
been appropriately declared and entered in registers
which are publicly available? Have you recorded
how you have managed any conflict or potential
conflict?
Why have you chosen this procurement route?1
What additional external involvement will there be
in scrutinising the proposed decisions?
How will the CCG make its final commissioning
decision in ways that preserve the integrity of the
decision‐making process and award of any contract?

Additional question when qualifying a provider on a list or framework or pre selection for tender
(including but not limited to any qualified provider) or direct award (for services where national tariffs do
not apply).
How have you determined a fair price for the
service?
Additional questions when qualifying a provider on a list or framework or pre selection for tender
(including but not limited to any qualified provider) where GP practices are likely to be qualified providers
How will you ensure that patients are aware of the
full range of qualified providers from whom they can
choose?
Additional questions for single tenders from GP providers
What steps have been taken to demonstrate that
the services to which the contract relates are
capable of being provided by only one provider?
In what ways does the proposed service go above
and beyond what GP practices should be expected
to provide under the GP contract?
What assurances will there be that a GP practice is
providing high‐quality services under the GP
contract before it has the opportunity to provide any
new services?
1Taking into account all relevant regulations (e.g. the NHS (Procurement, patient choice and competition) (No 2) Regulations 2013 and guidance (e.g. that of
Monitor).
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Appendix 5
NHS Clinical Commissioners, Royal College of General Practitioners and British Medical Association
‐ Shared principles on conflicts of interest when CCGs are commissioning from member practices
December 2014
1. Introduction
The ability for CCGs to become involved in co‐commissioning General Practice and primary care
services has the potential to bring many benefits but it also brings with it the potential for perceived
and actual conflicts of interest.
NHS Clinical Commissioners (NHSCC), the Royal College of General Practitioners (RCGP) and the
British Medical Association (BMA) have decided to collectively outline their high level starting
principles in managing conflicts of interest when CCGs commission from member practices. In large
part this has brought together principles articulated in previous lines/guidance/steer from the above
organisations and NHS England.
Our principles are applicable to each of the three primary care commissioning models open to CCGs
and should not be seen as being directive or be interpreted to mean that we prefer one model over
another. These decisions need to remain a local, professionally led, decision.
In developing these shared principles we would like them to sit alongside NHS England’s updated
guidance on Managing Conflicts of Interest (December 2014). We are on a journey regarding the co‐
commissioning of primary care and we will review these principles when needed and as CCGs work
through the guidance.
It should be noted that this paper is not designed to address the issue of perceived or actual conflicts
of interest in CCGs holding and performance managing GP contracts under co‐commissioning
arrangements.
2. Our headline shared principles around conflicts of interest
We collectively agree the following in relation to managing conflicts of interest when CCGs
commission from member practices:







If CCGs are doing business properly (needs assessments, consultation mechanisms,
commissioning strategies and procurement procedures), then the rationale for what and how
they are commissioning is clearer and easier to withstand scrutiny. Decisions regarding resource
allocation should be evidence‐based, and there should be robust mechanisms to ensure open
and transparent decision making.
CCGs must have robust governance plans in place to maintain confidence in the probity of their
own commissioning, and maintain confidence in the integrity of clinicians.
CCGs should assume that those making commissioning decisions will behave ethically, but
individuals may not realise that they are conflicted, or lack awareness of rules and procedures.
To mitigate against this, CCGs should ensure that formal prompts, training and checks are
implemented to make sure people are complying with the rules. As a rule of thumb, ‘if in doubt,
disclose’
CCGs should anticipate many possible conflicts when electing/selecting individuals to
commissioning roles, and where necessary provide commissioners with training to ensure
individuals understand and agree in advance how different scenarios will be dealt with.
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It is important to be balanced and proportionate – the purpose of these tools is not to constrain
decision‐making to be complex or slow.

3. Addressing perceived as well as actual conflicts of interest
Conflicts of interest in the NHS are not new and they are not always avoidable. The documents we
reviewed to produce this paper were all clear that the existence of a conflict is not the same as
impropriety and focus on how to avoid potential or perceived wrongdoing. Most importantly all
acknowledge that perceived wrongdoing can be as detrimental as actual wrongdoing, and risks
losing confidence in the probity of CCGs and the integrity of wider clinicians such as GPs in
networks/federations, individual practices and partners.
The RCGP/NHS Confederation also notes evidence from the BMJ that people think they aren’t biased
by potential conflicts but often are so the common theme is ‐ if in any doubt it’s important to
disclose.
The RCGP/NHS Confederation and NHS England Guidance identify four types of potential conflict of
interest:
 direct financial;
 indirect financial (for example a spouse has a financial interest in a provider);
 non‐financial (i.e. reputation) and;
 loyalty (i.e., to professional bodies).
The BMA recognises that for CCGs there will be situations where the best decision for the population
and taxpayers is not in the best interest of individual patients whom GPs are required to advocate)
and that this can create a perceived conflict. The RCGP/NHS Confederation paper acknowledges this
but in terms of the governance when commissioning services.
4. Planning for populations
CCGs must always demonstrate that their commissioned services meet the needs of their local
populations, as such CCGs will need to work with their Health and Wellbeing Board’s or other local
strategic bodies to ensure there is alignment to local strategic plans.
What is clear from all the existing guidance is that CCGs will need to identify the situations where
they are involving their governing body clinicians to strategically plan for their population, and
situations where their governing body clinicians need to be separated from procurement, planning
and decision‐making processes. In the former it is critically important to secure clinical expertise. In
the latter, the CCG will need to manage risks around perceived and actual conflicts in relation to the
tendering of services.
The BMA outlines that decisions regarding resource allocation should be evidence based, and there
should be robust mechanisms to ensure open and transparent decision making. As such, GP
involvement must be agreed at each stage of the commissioning and procurement process so that
potential risks of conflicts are appropriately defined and mitigated early on.
5. Good practice – for CCGs
All the guidance suggests CCGs must have robust governance plans in place to maintain confidence
in the probity of their own commissioning, and maintain confidence in the integrity of clinicians.
The RCGP/NHS Confederation suggests using existing NHS guidance as a starting point:
 Identify potential conflicts
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Declare interests in a register

Exclude individuals from discussion or decision making if financial interest exceeds 1% equity in the
provider organisation ‐ depending on the nature of the discussion (we would also add that includes
considering the share of the contract value to make sure there are no loopholes, this might also
apply to practices with profit sharing arrangements).
Continue to manage conflicts post‐decision i.e. contract managing (carefully separating overall
strategy development for populations from individual procurement processes. The former will be
important for CCG lay involvement will be important and include secondary care clinicians and non‐
executive board nurses, the latter can be managed by managers).
NHS England guidance also says that an individual with a ‘material interest’ in an organisation which
provides or is likely to provide significant business should not be member of CCG governing body.
The BMA suggests anything above 5% equity is a material interest. The RCGP/NHS Confederation
reference this threshold but also say that something lower than a 1% stake could also be a material
interest (if the size of the bid is significant).
Clearly these thresholds need to be considered in relation to individual practices and GP partners
once co‐commissioning is in place. The perceived risks must be recognised early on and we feel
some worked case study examples would be helpful for CCGs as they work through the updated
guidance. NHSCC, the RCGP and the BMA are planning to work with NHS England and Monitor to
identify these examples.
NHSCC believe that CCG lay members, secondary care doctors and nurses on governing bodies play a
vital role in both the design, implementation, leadership and monitoring of conflicts of interest
systems and processes. They can provide robust challenge and ultimately a protection for GPs
working in both the commissioning and provision of health care. Enabling them to carry out their
roles in this regard is vital.
CCGs should also be proactive in their approach when considering conflicts when electing/selecting
people, doing a proper induction (i.e. include continuous training and review at both Governing Body
and membership (assembly level) and ensuring understanding from individuals, and agree in
advance how different scenarios will be dealt with. The CCG should ensure individuals are prompted
to declare an interest but not absolved from their responsibility to declare as well. Again, CCG lay
members, secondary care doctors and nurse members of the governing body have a critical role in
this process, as an independent arbiter and as those providing appropriate scrutiny and oversight.
NHS England’s Code of Conduct guidance specifically explores when CCGs are commissioning services
from their own GP member practices. When CCGs are commissioning from federations of practices,
the same guidance should apply.
As practical support NHS England have also produced an updated code of conduct template for use
when drawing up local plans (see their updated guidance). The template asks a series of questions to
provide assurance to Health and Wellbeing Boards that the service meets local needs, and to the
Audit Committee or external auditors that robust process was used to commission the service, select
the appropriate procurement route and address potential conflicts of interest.
6. Good practice ‐ for individuals
The current guidance suggests that individuals making decisions in CCGs do so with the Nolan
principles of public life in mind: selflessness, integrity, objectivity, accountability, openness, honesty,
and leadership.
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They also refer to the guidance the General Medical Council (GMC) has produced for doctors
including:
 You must not allow any interests you have to affect the way you prescribe for, treat, refer or
commission services for patients.
 If you are faced with a conflict of interest, you must be open about the conflict, declaring your
interest informally, and you should be prepared to exclude yourself from decision making.
 You must not try to influence patients’ choice of healthcare services to benefit you, someone
close to you, or your employer. If you plan to refer a patient for investigation, treatment or care
at an organization in.
NHS England guidance indicates that individuals must declare an interest as soon as they come
aware of it, and within 28 days. More informally, the RCGP/NHS Confederation also suggested the
simple ‘Paxman test’ ‐ whether explaining the situation to an investigative reporter/journalist like
Jeremy Paxman would cause embarrassment. We think it would be helpful to develop this type of
text into a tool for CCGs to use locally.
NHS England guidance indicates that individuals must declare an interest as soon as they come
aware of it, and within 28 days.
Finally, the BMA suggested that commissioner doctors:
 Declare all interests, even if they are potential conflicts or the individual is unsure whether it
counts as a conflict, as soon as possible.
 Update a register of interests every three months.
 Doctors must be familiar with their organisation’s formal guidance.
 If individual doctors have any questions, they should seek advice from colleagues, err on the
side of being open about conflicts of interest, or seek external advice from professional or
regulatory bodies.
In addition to the above, the RCGP suggests there should also be a requirement to update the
register of interests if a material difference arises in the circumstances of an individual at any point.
7. Procurement processes – CCGs and member practices
According to the BMA guidance, when CCGs are procuring community level services, these contracts
are often below threshold requiring a competitive tender process.
There are a number of procurement options for CCGs in this situation – for example a few may
include:
1. Competitive tender where GP practices are likely to bid
2. AQP where GP providers are likely to be among the qualified providers
3. Single tender from GP practices
From the guidance that exists different questions arise around conflicts of interest when the above
procurement processes are used. For example:
 Identifying whether approaches such as AQP are being used with the safeguards to ensure that
patients are aware of the choices available to them.
 If single tender is the route used, CCGs will need to demonstrate a few things – depending on
the nature of the procurement. For example that there are no other capable providers, why the
successful bid was preferred to the others and the impact of disproportionate tendering costs.
(Monitor’s procurement guidance provides many useful steers on what CCGs will need to
demonstrate)
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For primary care co‐commissioning, NHSCC believes one of the elements to include on procurement
processes are the issues around standing financial orders and schemes of delegation which should
not allow CCGs to divide primary care budgets into smaller budgets to circumvent the procurement
process. NHSCC’s lay member network will have examples/steer on the correct wording to use from
previous local experiences.
Regardless of what the local application is the most important part of this process is transparency.
NHS England says to set out the details, including the value of all contracts on the CCG website. If
they are using AQP, the types and prices of services they are commissioning should be on the
website. All of this information should also be in the CCG’s annual report.
When making procurement decisions, the current guidance suggests that anyone with a perceived or
material conflict should be excluded from decision making, either both excluded from voting or from
discussion and voting. What is not clear in the guidance is how far back this rule goes – i.e. to the
planning stage or just the development of the specification and procurement. CCGs will need to
agree that line locally.
According to the reviewed guidance if all GPs and practice representatives due to make a decision
are conflicted, then the CCG should be:








Referring decisions to the governing body, so that lay members / the nurse / the secondary care
doctor can make the final decision. However this may weaken GP clinical input into decision
making.
Co‐opting individuals from the HWB or another CCG onto the governing body, or invite the HWB
/ another CCG to review proposal to provide additional scrutiny (these individuals would only
be able to participate in decision making if this was set out in the CCG constitution)
Ensure that quoracy rules enable decisions to be made in this circumstance
Plan ahead to ensure that agreed processes are followed.
Use an appropriately constituted arms‐length external scrutiny committee to ensure probity
(recommended by the BMA)

CCGs can use commissioning support services (CSS) to reduce potential conflicts, for example a CSS
can help select the best procurement route and prepare bids etc. However, this cannot completely
eliminate the conflict as CCGs are responsible for signing off specification and evaluation criteria,
signing off which providers to invite to tender, and making the final decision on the selection of the
provider. The CCG is responsible for ensuring that their CSS or other third parties are compliant with
regulations in the same way that the CCG must be.
NHS England also suggest any questions about the service going beyond the scope of the GP contract
should be discussed with NHS England area teams, clearly that would need review in light of new
delegated co‐commissioning arrangements.
Networks and Federations
We note that the increasing number of GP networks and federations could potentially present an
added complication to local procurement processes. If most or all member practices are part of the
local federation, then this could mean that a practice not part of the federation/excluded from a
federation may not have the opportunity to win contracts through competitive tender – because the
process is more suited to federated organisations. One way to mitigate this would be for the CCG to
always design and procure service specifications according to best practice (with openness and
transparency), thereby supporting all practices to bid. One area to be careful about is when all the
GPs on a governing body have a declared interest in local federations – this makes decision making
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and accountability complex and the CCG will need to work that through carefully with the input of its
lay members and wider clinicians on the governing body. Again, an external scrutiny committee with
non‐conflicted clinicians such as from a neighbouring CCG may be helpful.
8. Local engagement
Separately, the BMA suggests that LMCs should be involved in CCGs either by formal consultation, a
non‐voting seat on governing body, or as an observer on governing body. They indicate that a non‐
voting governing body seat would be the best option. Neither of the other two papers we reviewed
address this.
9. Other conflicts of interest issues for consideration
Personal conflict
The RCGP/NHS Confederation highlight that in CCG governing bodies a personal conflict can arise
because CCG leaders are elected by their constituent GP members. There could be a perception that
CCG governing bodies are favouring the most vocal or influential of their GP practice members.
Related to this is the potential indirect interest for elected GPs to build a constituency of supporters
within their CCG.
The CCG is responsible for ensuring that their CSS or other third parties are compliant with
regulations in the same way that the CCG must be.
NHS England guidance suggests that in the case of every GP governing body member being
conflicted, the lay members, registered nurse and secondary care doctor make the decision (and
that the constitution is written so that this is quorate).
This could however mean that decisions would be taken without a GP perspective. Alternatively,
CCGs may bring in members of the Health and Wellbeing Board or another CCG to provide oversight,
or as the BMA suggests use an external scrutiny committee to make decisions.
Use of primary care incentive schemes
In its guidance, the BMA highlights its concerns about the professional and ethical implications of
CCGs applying incentive schemes to reduce referral or prescribing activity. The BMA urges any
doctor, whether commissioner or provider, to consider the schemes carefully and ensure that
scheme is based on clinical evidence. NHSCC suggests that one solution is to ensure the expertise of
secondary care clinicians and nurses on governing bodies plays an important part in providing clinical
input and lay members can scrutinize commercial/ financial and performance data.
The RCGP acknowledge that it is not ethical to under‐treat or under‐refer for financial gain, but is
not unethical to ‘review and reflect’ on variations in referral/prescribing rates and try to reduce
referrals in line with evidence or best practice.
Note to the reader:
This paper has been developed from a review of three guidance documents and brings together
previous lines/guidance from NHSCC, NHS England, the RCGP and the BMA.
 BMA ‘Conflicts of interest in the new commissioning system: Doctors in commissioning roles’
April 2013
 RCGP/NHS Confederation ‘Managing conflicts of interest in clinical commissioning groups’
September 2011
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NHS England ‘Managing conflicts of interest: guidance for clinical commissioning groups.’ March
2013 (includes Commissioning Board Document that precedes it). We have also read across the
paper to the new version of this document published December 2014.

NHSCC have also supplemented the principles raised in this paper with some points for steer that
have been raised by members of its lay member network.
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Governing Body

Date of Meeting:

13 January 2015

Paper Title:

System Resilience Update
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Item:
Public/Private Section:

Public
Private
N/A

Purpose (this

Decision
Discussion
Assurance
paper is for):
Report Author and Job Title: Jo Pollard, Chief of Service Delivery and Quality
Responsible Clinical Lead:

Dr Adam Sheppard, Deputy Clinical Leader

Responsible Governing
Board Executive Lead:
Recommendation :

Jo Pollard, Chief of Service Delivery and Quality
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Information

It is recommended that the Governing Body:


Note the allocation of resources and the detail of how it is being deployed across SRG partners to assist
with managing seasonal pressure

Executive Summary:




Provides a summary of the actions taken since the last Governing Body report
Provides assurance to the Governing Body that the CCG is operating in line with national guidance in
order to secure non recurrent funding for winter schemes and funding for planned care
Provides information about further actions that will be taken over the next month to ensure system
resilience

Link to overarching principles
from the strategic plan:

Citizen Participation and Engagement
Wider Primary Care at Scale including Network development
A Modern Model of Integrated Care
Access to the Highest Quality Urgent and Emergency Care
A Step Change in the Productivity of Elective Care
Specialised Commissioning
Mental Health Service Transformation
Maternity, Children and Young People Transformation
Organising ourselves to deliver for our patients








Outcome of Impact
Assessments completed (e.g.
Quality IA or Equality IA)

Not applicable

Outline public engagement –
clinical, stakeholder and
public/patient:
Assurance departments/
organisations who will be
affected have been consulted:

Engagement through the Urgent Care Working Group and Contract
Management Group
The following people have been consulted during the production of this
paper :
Finance, Fred Chambers, (Interim Project Accountant)
Commissioning, Jo Pollard, (Chief of Service Delivery and Quality )
Contracting, Matt England,(Head of Contracting & Commercial Strategy)
Clinical leads, Adam Sheppard, (Deputy Clinical Lead)
Public Health, Julie Owen, (Older People’s Programme Manager)

Previously presented at
committee / governing body:

NHS England, Keith Wilson (Assurance & Delivery Manager (West Yorkshire)
Primary Care Networks, Greg Connor / Kerry Munday( primary Care Network
Development)
Governing Body and Clinical Cabinet July 2014, and the Mid Yorkshire Urgent
Care Working Group July and August 2014

Reference document(s) /
enclosures:

Finance update to Systems Resilience Group 27 November 2014

Risk Assessment:

System Resilience was added as a new risk on the CCG Risk Register in July
2014. The assurance detailed in the paper forms part of the mitigation plans
currently being written in advance of the winter period.

Finance/ resource implications:

Detailed in the paper
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NHS Wakefield Clinical Commissioning Group
Governing Body
13 January, 2015
System Resilience Update
1.0

Purpose of this paper

1.1

The purpose of this paper is to provide the Governing Body with an update on funds allocated to the
Clinical Commissioning Group to support operational resilience.
The funds have been allocated by NHS England in three tranches which in this paper are referred to as
SRG1, SRG 2 and SRG 3. This paper specifically updates the Board on the allocation of SRG 2 and 3 funds.
Separate allocations were made in relation to the delivery of Referral to Treatment time recovery. These
Were identified as £3.9m initially of which £2.5m has been received to date.

1.2
1.3

2.0

Context
The Mid Yorkshire footprint System Resilience Group (SRG) oversees and guides decisions on the
deployment of SRG non ‐recurrent monies across the Mid Yorkshire local area. Decisions on areas for
investment are based on SRG risk and mitigation plan and two CCG’s wider risk assessments processes
already in place with providers. Resilience funding is allocated based on recommendations from the SRG
membership.
Deployment and monitoring is reported through the SRG primarily and which is accountable to o the
CCG’s Clinical Executive Committees namely Wakefield Clinical Cabinet and North Kirklees Clinical
Strategy Group.

3.0

SRG 1 Allocation
SRG 1 has been allocated to fund winter schemes across the health and social care economy detailed in
Appendix 1
NHS North Kirklees Clinical Commissioning Group allocation
£1,200,520
NHS Wakefield Clinical Commissioning Group allocation
£2,485,966
Total £3,686,486
£750,000 (£500,000 from Wakefield and £250,000 from North Kirklees) of the above allocation was given
to Mid Yorkshire Hospitals NHS Trust (MYHT) in April 2014 to invest in core schemes to manage demand
from the beginning of the financial year. (The detail for the SRG 1 allocation is provided in appendix 1.)

4.0

SRG 2 Additional Capacity
The SRG received a short notice request from NHS England at the end of September that would provide
additional bed capacity in acute hospital services and additional mental health beds. The detail of which
is provided in appendix 2.
SRG 2 Allocation
Acute beds in Mid Yorkshire Hospitals

£1,865,850

The Director of Operations at MYHT is the named SRG partner responsible for ensuring
this funding is used to provide the additional acute bed capacity.
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Capacity for EMI (elderly medically infirm) patients

£88,000

The Head of Commissioning At North Kirklees CCG is the named SRG partner for ensuring the funding
which has been allocated to North Kirklees CCG is used to increase bed capacity for elderly medically
infirmed patients.
Total £1,953,850
5.0

SRG 3 Mental Health
The SRG received a further short notice request from NHS England at the end of October that monies
would be available to provide additional mental health beds, which were assessed against national
criteria. The detail of which is provided in appendix 3.
SRG 3 Allocation
NHS North Kirklees Clinical Commissioning Group allocation
NHS Wakefield Clinical Commissioning Group allocation

6.0

Actions since the previous paper to September’s Board meeting





7.0

Leads on schemes have been informed of the decision to fund.
Schemes have been initiated, as per their start dates.
Contract variations and tender waivers have been completed for schemes.
Winter plans have been updated with details of the funded schemes and circulated.

Future Actions


8.0

£100,000
£208,000
Total £308,000

A mid‐winter review is due to take place. The aim of this is to establish if there has been any
slippage in expenditure and if any schemes are being underutilised. Any identified monies
through this process may then be used to support services known to under pressure.

Monitoring Arrangements
The SRG is required to provide monthly updates agreed through the Tripartite of NHS England, Monitor
and the Trust Development Agency.
The SRG lead is working with all the named staff members responsible for each SRG scheme to report on
actual spends against their plan.

9.0

Recommendation
The Governing Body is asked to:‐
 Note the allocation of resources and the detail of how it is being deployed across SRG partners to
assist with managing seasonal pressure.
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Appendix 1
Summary of Winter Schemes allocated through the Operational Resilience and Capacity Planning
The schemes listed below have been approved using the national criteria for system resilience.

Summary of Scheme

Cost

Wakefield Schemes
1
2

All GP practices to extend their opening times both through the week and at
weekend
Pharmacy Urgent Repeat Medication (PURM) Service Currently 2% of Local Care
Direct activity is consultations to supply repeat medication out of hours and this
increases to 4% on Bank Holiday weeks. This demand would be shifted to
community pharmacy by the introduction of this service. (Joint CCG scheme)

£600,000
£30,000

3

Seven day social worker in the acute hospital services

4

Increase supply of community equipment to aid seven day working

£147,634

5

To support the discharge of elderly patients suffering from a cognitive impairment
back to their homes
Extend the Wakefield Good Neighbours to support the above bid from mental
health services to support older people – Royal Voluntary Service
Additional dental nurses into the 111 clinical hub to support manage the known
system demand for dental advice out of hours (joint)

£178,000

Extending the Alcohol Hospital Liaison in PGH to pilot the efficacy of a pathway
focussing on the relationship between alcohol, social isolation and falls in older
people
An additional PTS crew to maintain patient flow for 4 months, including bank
holidays (Joint CCG scheme)
Additional GP Cover at Pinderfields 12.00 ‐22.00
Saturday and Sunday

£139,179

6
7
8

9
10

£40,336

£12,000
£11,000

£86,000
£52,500

11

Additional GP cover at Pontefract 13.00‐19.00
Saturday and Sunday

12

Additional Middle Grade Cover at Pinderfields
Saturdays and Sundays and Mondays 22.00 – 08.00

£100,000

13

Additional medical Staff to support the management of' outliers'

£163,000

14

Medical Clerking for patient flow at Pinderfields

£40,000

15
16

Senior Sister weekend cover for surgery
Additional acute theatre lists at Pinderfields

£6,000
£44,000

17

Additional community capacity – therapists and community nurses in A&E

£75,000

18
19
20

Winter contingency fund
Communications Plan(Joint CCG scheme)
Project management

21

£31,500

Wakefield Sub‐total :

£242,000
£35,000
£9,817
£2,042,966

North Kirklees Schemes
Curo Health: provide additional access for NK patients from 8am‐12pm each sat/sun

£319,022

5

22
23

24
25
26

at 5 locations across the area. Service will include triage and face to face. New
project
Community Bed capacity/Locala. To allow the spot purchase of community beds
based on demand. Based on previous seasonal demand. Successful delivery last year

£248,587
£87,000

AGE UK/Transport. To provide a seamless discharge home and on‐going support
accessed through a Single Point of Access. Collaborative voluntary sector bid which
is being delivered in local surrounding areas.
Reablement/Local Authority (part of the integrated team with LOCALA) To facilitate
7 day working and compliment the current provision. Successful delivery last year
Mears Project/handy man. To provide small adaptations for patients receiving
certain benefits. Successful delivery last year.
Surgery Pods. Providing capacity in primary care to allow individuals to undertake a
number of basic health checks. Currently in place but requires a software update
and further roll out.
North Kirklees Sub‐total :

£890,637

Scheme total

£2,933,603

Mid Yorkshire non‐recurrent funding (Wakefield £500k, North Kirklees £250)
Total

£131,028
£50,000
£55,000

£750,000
£3,683,603
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Appendix 2
SRG 2
27

Acute beds in Mid Yorkshire Hospitals

28

Capacity for EMI patients

Total

£1,865,850
£88,000

£1,953,850
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Appendix 3
SRG 3
Improve established mental health pathways

£188,000

Mental health capacity – Yorkshire Ambulance Service

£20,000

IHBT/MH Concordat – implement and improve clinical models

£82,173

Intensive Care Home based treatment for dementia – (seven day working)

£17,827

Total

£308,0000
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Information

It is recommended that the Governing Body:
i consider and adopt the principles outlined in section 4.1 captured under phase one of this report;
ii approve the timetable outlined in section 4.1 of this report to have the Better Care Fund pooled budget
arrangements agreed and signed by both Wakefield Council and Wakefield Clinical Commissioning Group,
through a section 75 agreement by 1st April, 2015; and
iii consider receiving further updates about this governance review through the Chief Officer update at future
Governing Body meetings.
Executive Summary:


The Better Care Fund delivery needs to commence in April 2015. This paper commences discussions
about how we can strengthen current joint governance arrangements to manage the Better Care Fund.



The purpose of this paper is to commence a discussion with the Governing Body of Wakefield Clinical
Commissioning Group about adopting a phased approach that would strengthen governance
arrangements, by moving towards implementing a joint commissioning model that will be fit for
purpose for April 2015, when the delivery of the Better Care Fund commences.



This paper asks the Governing Body of Wakefield Clinical Commissioning Group to consider these
proposed new governance arrangements.
Link to overarching principles
Citizen Participation and Engagement

from the strategic plan:
Wider Primary Care at Scale including Network development
A Modern Model of Integrated Care
Access to the Highest Quality Urgent and Emergency Care
A Step Change in the Productivity of Elective Care
Specialised Commissioning
Mental Health Service Transformation
Maternity, Children and Young People Transformation
Organising ourselves to deliver for our patients

Outcome of Impact
Assessments completed (e.g.
Quality IA or Equality IA)
Outline public engagement –
clinical, stakeholder and
public/patient:

Not applicable

CCG Governing Body members who are also members of the Health and
Well‐being Board have considered these proposals
Public engagement ‐ Not applicable

Assurance departments/
organisations who will be
affected have been consulted:

Previously presented at
committee / governing body:
Reference document(s) /
enclosures:

Finance (Chief Finance Officer)
Commissioning (Associate Director ‐ Service Delivery and Quality)
Clinical leads (Chair of Clinical Cabinet, Care Outside Hospital Lead, GP
Children’s Lead & GP Safeguarding Lead)
Public Health (Director Public Health & Public Health Consultant)
Health and Well‐being Board, Update in Chief Officer briefing 11 November
2014
http://www.england.nhs.uk/ourwork/part‐rel/transformation‐fund/bcf‐plan/

Risk Assessment:

NHS England better Care Fund suite planning documents
Not applicable

Finance/ resource implications:

Not applicable for this stage

1.

INTEGRATION GOVERNANCE REVIEW: SIGNAL OF INTENT

2.

PURPOSE OF REPORT
Wakefield District has set out on an ambitious and challenging journey to improve the
outcomes for local citizens and develop a sustainable health and social care system. This
requires a commitment and ability to change ways of working, strong partnership working
supported by collaborative leadership and transparency and openness as public sector
organisations
In September 2014, the Health and Wellbeing Board approved Wakefield’s Better Care
Fund Plan which was submitted to NHS England and North East London commissioning
support unit to meet the requirements of a national assurance process. Wakefield has
received confirmation that our Better Care Fund plan has been classified as ‘Approved’.
This confirmation is available in appendix 1. This recognises that our Better Care Fund
(BCF) plans are strong. Wakefield’s BCF funding will be made available subject to the
following standard conditions:
 The Fund will be used in accordance with Wakefield’s final approved plan and
through a section 75 agreement;
The Better Care Fund delivery needs to commence in April 2015. This paper commences
discussions about how we can strengthen current governance arrangements to manage
the Better Care Fund.
The purpose of this paper is to commence a discussion with the Governing Body of
Wakefield Clinical Commissioning Group about adopting a phased approach that would
strengthen governance arrangements, by moving towards implementing a commissioning
model that will be fit for purpose for April 2015, when the delivery of the Better Care
Fund commences.
This paper asks the Governing Body of Wakefield Clinical Commissioning Group to
consider these proposed new governance arrangements.

3.

RECOMMENDATIONS
The Governing Body of Wakefield Clinical Commissioning Group:
1. Consider and adopt the principles outlined in section 4.1 captured under phase
one of this report. (page 6)

2. Approve the timetable outlined in section 4.1 of this report to have the Better
Care Fund pooled budget arrangements agreed and signed by both Wakefield
Council and Wakefield Clinical Commissioning Group, through a section 75
agreement by 1st April, 2015.

3. Consider receiving further updates about this governance review through the
Chief Officer update at future Governing Body meetings.

Lead Governing Body Member: Jo Webster
Contact Officer:

Melanie Brown
Programme Commissioning Director Integrated Care
NHS Wakefield CCG
West Parade
White Rose House
Wakefield Clinical Commissioning Group
WF1 1LT

Telephone No:
E‐mail address:

01924 317698
melanie.brown@wakefieldccg.nhs.uk

Appendices
Appendix 1: NHS England Better Care Fund Letter
Appendix 2: Proposed Governance Arrangements
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1

Introduction
This report encourages discussion about the purpose and ways of working of the Health &
Wellbeing Board, Integration Executive Group and Joint Strategic Commissioning Board to
reflect the need for greater co‐ordination and integration of both health and local authority
functions.
The Governing body has considered papers on the Better Care Fund previously in January
2014 and further updates have been made available through the Chief Officer briefing (May
and September 2014). In September 2014, the governing body considered a detailed report
on Wakefield’s integration journey and future progress Developing a sustainable and
integrated health and social care system for Wakefield.
On the 11th November 2014 the Chief Officer briefing shared some of the work that has been
undertaken to progress a joint governance review, this included proposals of a phased
approach, which was shared with governing body members. This paper provides further
context and information about this review of joint governance for integration.
The Care Act 2014 (Part 4, section 121, (3)) sets out the legislative framework that the
resources identified as part of the Better Care Fund are required to be placed into pooled
budgets under section 75 joint governance arrangements between CCGs and Councils.
Technical guidance published to support the development of Better Care Fund (BCF) planning
has made it clear that the Health and Wellbeing Board has a responsibility to have oversight
of these pooled resources. This will require the Health and Wellbeing Board to have a more
active role in the joint commissioning of health and social care interventions as outlined
through Wakefield’s local BCF plan. All Health and Wellbeing Boards have already been asked
to sign off local Better Care Fund plans before submission to NHS England and Wakefield
undertook this in their September Board meeting.
To be able to undertake these increased functions effectively, the Health and Wellbeing
board will need strengthened support and structure arrangements in place reporting to the
Board. Furthermore, it is recommended that the opportunity is taken to reflect on the ‘core’
business and membership of the Board to enable the Health & Wellbeing Board to have
decision‐making powers in the commissioning and delivery of services that have a bearing on
health & wellbeing outcomes, including health, adult social care, public health, children and
young people, housing and other services.
Clinical Commissioning Groups were licenced from 1 April 2013 under provisions enacted in
the Health & Social Care Act 2012, which amended the National Health Service Act 2006.
Section 75 of the NHS Act 2006 provides for CCGs and local authorities to pool budgets.
The CCG’s governance framework is described by the constitution and appendices. The
Clinical Commissioning Group recently updated these documents to permit the CCG to
establish joint committees with local authorities in an agreement under section 75 of the
National Health Service Act 2006. The Clinical Commissioning Group submitted its revised
constitution to NHS England for approval in January 2015.
The pooled budget for the Better Care Fund and its section 75 arrangements need to be
adopted and in place for April 2015 to meet the requirements of the Care Act 2014.

3

2

Local Context
Current Governance arrangements
The strategy for integration is to promote partnership working to address the wider
determinants of health rather than dealing with the consequences of ill health. This approach
requires a shift in thinking and behaviour to encourage people to take responsibility for their
own Wellbeing, different ways of working and a greater emphasis on self‐care and reduced
reliance on hospitals.
To summarise the following groups and meetings currently take place to oversee and
implement the integration agenda:







Health and Wellbeing Board
Agenda setting meeting for Health and Wellbeing Board (6 weeks prior to subsequent
HWB)
Integration Executive
Work streams to support work of Integration Executive
Joint Strategic Commissioning Board
Children and Young People Partnership Programme Boards (Supported and Safe, Health
& Resilience, Ambitious & Achieve, Successful transitions and productive citizens and
Transformation)

These groups have in place terms of references and have commitment to attend from
members of organisations representing the Health and Wellbeing Board. Some of the CCG
Governing Body members will also be represented on these existing groups. To ensure we
are operating as effectively and efficiently as possible, it feels appropriate that we review the
governance arrangements of the existing groups, if they have a remit of working towards
integration, to respond to the requirements that the Health and Wellbeing Board will need to
adopt, to drive forward its ambitions for integrating care across the Wakefield economy.
Furthermore during these discussions about strengthening our governance arrangements, it
has been identified that developing a memorandum of understanding that outlines
relationships between the Health and Wellbeing Board and both the Adult and Children and
Young People’s Safeguarding Boards would be a useful exercise. This document would need
to be developed and considered by all three Boards and would achieve the following:
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Ensuring effective communication and engagement arrangements are in place between
all the Boards.
Having clarity that work programmes of each Boards are shared to avoid duplication of
effort and ensure across the system we have confidence that key priorities are
progressing.
Ensuring that only matters that need to be considered at each Board are tabled on
agendas and that the work programmes of each Board complement and not constrain
each other.

Learning from other areas
It is helpful to take the opportunity to reflect on how other areas have started to shape their
governance arrangements to support the integration ambitions of their areas. Below are
some examples that illustrate this:
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Bristol Approach
Following a Health and Wellbeing Board peer review the area felt it needed to ‘up’ it’s clout
and pace as a Health and Wellbeing Board. To do this the following was implemented:




Changed the Chair arrangements to the elected Mayor
Changed the Council’s constitution so that the Mayor can now take all key decisions at
Health and Wellbeing Board meetings
These decisions cover health and care related decisions that would have been provided
prior to this through Bristol’s Council’s Cabinet from spending to service provision

Brighton & Hove Model
The Health and Wellbeing Board felt it was becoming a ‘talking shop’ instead of a real
catalyst for change. Following a review it implemented these changes:
 Increased pooling together of resources
 Maximised the opportunities for decision‐making between Council and Clinical
Commissioning Group
 Transferred full delegated powers from the Council to discharge all of its public health,
adult social care, health and children and young people functions
 Health and Wellbeing Board now has increased remit in shaping the Clinical
Commissioning Group commissioning strategy and holding the Clinical Commissioning
Group to account for the impact of its commissioning decisions
 Some scrutiny functions transferred to from Housing and Children and Young People
scrutiny committee
 Chaired now by the leader of the Council
 An officer executive board has been developed to support the Health and Wellbeing
Board
 Health and Wellbeing Board is now considered the most powerful committee of the
council and of the local health and social care system
Essex Model
The Health and Wellbeing Board decided to accelerate integration agenda in May 2014. It
has been agreed that the board will:



Consider annually the county‐wide pooled budget arrangements between Council and
the Clinical Commissioning Groups
This will include the full funding envelope of all resources

Liverpool Model
The Health and Wellbeing Board has developed a sub‐structure, which includes:
 Joint Commissioning Group
 An Integrated provision group
 Local safeguarding Children Board
 Safeguarding Adult Board
 All of these report direct to the Health and Wellbeing Board
The models outlined above are diverse in approach, this reflects the importance of each
locality shaping and determining the governance arrangements needed to drive forward
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integration. However, some key themes are apparent from these different models. All of
these models highlight the following:





The need to strengthen how the Council and the Clinical Commissioning Group
collectively make commissioning decisions
The need for the Health and Wellbeing Board to take a more proactive role in these
revised arrangements and to move away from ‘talking’ to action
Strengthening arrangements to manage the business of the Health and Wellbeing Board
Overseeing the management of resources for Health and Social Care services

More models will evolve and emerge over the next six months as areas implement their
arrangements for the implementation of the pooled budget for the Better Care Fund. What is
critical is that Wakefield adopts arrangements that are locally responsive and will ensure that
both the Council and the Clinical Commissioning Group are able to have in place a forum to
make collective commissioning decisions through these arrangements.
4

Proposed Governance Arrangements moving forwards

4.1

Phased Approach
It is proposed that the Health & Wellbeing Board considers implementing a phased approach
to adopting new governance arrangements that would support Wakefield in strengthening
our commissioning decision making for driving forward Integration across the District. This
phased approach would be as follows:
Phase One‐ November 2014‐ January 2015
Agree a mandate to progress with revised governance arrangements for driving forward
Integration. Adopting the following principles when progressing this mandate:













Ensuring commissioning and procurement decisions about health and social care services
are taken together, through one process in a joint commissioning forum, by the Council
and Clinical Commissioning Group through good use of existing organisational schemes
of delegation;
Decisions about the services outlined within the Better Care Fund need to take place
through this joint commissioning forum
Procuring and commissioning service models that drive integration and improve
outcomes;
Transparent investment decisions that optimise outcomes for Wakefield citizens;
Citizens and partner organisations will be able to see how the Wakefield pound is being
spent;
Creating the flexibility to move our collective resource around the system to optimise
outcomes;
A phased introduction of pooled commissioning budgets, starting with the Better Care
Fund and over time,
Developing fair and proportionate risk and reward sharing which reflects the relative
characteristics of partner organisations;
Incentivising delivery and improvement rather than penalising under performance.
Being creative in the use of our assets including buildings and facilities
Commissioning services to deliver against evidence based outcomes and which
demonstrate effective prevention as well as personalisation of services;
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Stimulating and developing the diversity of our provider market including the voluntary
sector and small businesses
The Health and Wellbeing Board will take such steps as deemed appropriate, and request
information deemed appropriate from individuals, to ensure that all conflicts of interest
and potential conflicts of interest are declared

These principles will be taken forward through the development of a section 75 agreement
for the pooled budget of the Better Care Fund.
Phase Two –November 2014‐ March 2015
Moving towards the development of a joint commissioning forum/group to manage the
operation of the Better Care Fund pooled budget. Membership of this joint commissioning
group would include Council and Clinical Commissioning group senior decision makers.
Through this approach, Officers would utilise their existing organisation’s scheme of
delegation to take forward the management of the Better Care Fund. The Health and
Wellbeing board would have oversight of the work programme of this joint commissioning
group with reporting arrangements to the Health and Wellbeing board at every meeting.
This would ensure that Wakefield would have in place for April 2015 the arrangements
needed to meet the requirements of the Care Act 2014.
The proposed timetable for phase two is outlined below and aims to have the pooled budget
arrangements agreed and signed by both parties, through a section 75 agreement by, 1st
April, 2015. The details of the section 75 agreement and the hosting organisation
arrangements are being considered by both local authority and the clinical commissioning
group and a further update on this will be provided at a future governing body meeting.
Key Deliverable
Governance Review – signal of intent
Principles approved
BCF pooled budget section 75 agreement
drafted and agreed
Value of initial Better Care Fund pooled
budget agreed
Section 75 agreement signed
Implementation date ‐Better Care Fund
pooled budget

Milestone Date
November 2014
End January 2015
End January 2015
End February 2015
1st April 2015

It is proposed that between November 2014 and end of January 2015 that the terms of
references and membership of the following groups are reviewed, updated and potentially
replaced by new governance structures. This will ensure that robust governance
arrangements are in place to drive this agenda forward to meet the legal requirements
outlined in the Care Act 2014:
• Health and Wellbeing Board
• Integration Executive
• Joint Strategic Commissioning Board
Phase Three – April 2015
It is proposed that phase three would see the launch of the new governance arrangements.
Through both the Council and the Clinical Commissioning Group scheme of delegation, that
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apply to senior decision‐ makers, officers will use these decision‐making powers in relation to
the joint commissioning arrangements and decisions on the pooled budget highlighted
through the section 75 agreement that will be in place to underpin the Better Care Fund.
To implement phase three, Wakefield will need to reflect that the Health and Wellbeing
Board may need to extend its functions by adopting the following revised governance
arrangements:









To promote a creative and innovative approach to health and wellbeing using the
freedoms afforded by the pooled funds of the Better Care Fund.
To discharge all functions relating to the better care fund that are required or permitted
by law to be exercised by the Board, including:
o to agree the strategic planning;
o manage the pooled budget
o Oversee and performance manage the planning as well as the practical and financial
implementation of the fund.
To promote the agenda on integration ‐ both in terms of sharing commissioning
resource but also in terms of delivering a far more joined up service for people living in
the District.
To hold both the Council and the CCG to account for the impact of their commissioning
decisions ensuring that:
o health outcomes are improving in the way they should;
o Health inequalities are proactively addressed in organisational commissioning plans.
To manage funds that are part of a formal joint commissioning arrangement or pooled
fund (e.g. the Better Care Fund).
To help shape the commissioning strategy of both the Council and the CCG and ensure
the Council and the CCG’s commissioning intentions align with the health needs of the
Wakefield District

More work is needed to be undertaken on developing the form these governance
arrangements would take. However, it is likely that the joint commissioning forum developed
in phase two (potentially this could be named the Connecting Care Executive), would be the
vehicle that focuses on the operational and financial delivery for the pooled budget of
Wakefield’s Better Care Fund Plans. This group would make recommendations for the Health
and Wellbeing Board to ratify commissioning decisions over a threshold value. More
reflection is needed on the details of how this will work in practise and this can be
considered at a later update paper to a future Governing Body Board meeting. Appendix 2
outlines this proposed new structure.
The key difference between what we have in place now and what is needed for April 2015 is
that through making more effective use of existing schemes of delegation, Wakefield would
have an opportunity to be more responsive in commissioning health and social care services
together, by having in place a forum for collective decision making to take place between
both the Council and the Clinical Commissioning Group. This forum (Connecting Care
Executive) would report into the Health and Wellbeing Board, this is being highlighted as
good practise as recommended through a number of national publications that have recently
been developed by both NHS England and the Local Government Association which is why
the current governance arrangements would need to be revised.
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Publications Gateway Ref. No. 02396

Quarry House
Quarry Hill
Leeds
LS2 7UE
E-mail: england.coo@nhs.net

To:
Wakefield Health and Wellbeing Board
NHS Wakefield CCG
Copy to:
Wakefield Metroploitan District Council

31st December 2014

Dear colleague,
Thank you for submitting further evidence to move your Better Care Fund plan to a
fully approved status. We know that the BCF is an ambitious programme and
preparing the plans at pace has proved an immensely challenging task. However,
your plan is now part of an ongoing process to transform local services and improve
the lives of people in your community.
It is clear that your team and partners have worked very hard over the last year,
making valuable changes to your plan in order to improve people’s care.
NHS England is now able to formally approve plans following the publication of the
2015/16 Mandate. I am delighted to let you know that, following the subsequent
Nationally Consistent Assurance Review (NCAR) process, your plan has been
classified as ‘Approved’. Essentially, your plan is clear and ambitious and we
support your ambitions. This puts you in a strong position for delivering the change
outlined above.
Your BCF funding will be made available to you subject to the following standard
conditions which apply to all BCF plans:



The Fund being used in accordance with your final approved plan and through
a section 75 pooled fund agreement;
The full value of the element of the Fund linked to non-elective admissions
reduction target will be paid over to CCGs at the start of the financial year.
However, CCGs may only release the full value of this funding into the pool if
the admissions reduction target is met as detailed in the BCF Technical
Guidancei. If the target is not met, the CCG(s) may only release into the pool
a part of that funding proportionate to the partial achievement of the target.
Any part of this funding that is not released into the pool due to the target not
being met must be dealt with in accordance with NHS England requirements.
Full details are set out in the BCF Technical Guidance
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The conditions are being imposed through NHS England’s powers under sections
223G and 223GA of the NHS Act 2006 (as amended by the Care Act 2014). These
allow NHS England to make payment of the BCF allocation subject to conditions. If
the conditions are not complied with, NHS England is able to withhold or recover
funding, or direct the CCG that it be spent in a particular way.
We are confident that there are no areas of high risk in your plan and as such you
should progress with your plans for implementation.
Any ongoing support and oversight with your BCF plan will be led by your NHS
England Regional/Area Team along with your Local Government Regional peer
rather than the BCF Taskforce from this point onwards.
Non-elective (general and acute) admissions reductions ambition
We recognise that some areas may want to revisit their ambitions for the level of
reduction of non-elective admissions, in light of their experience of actual
performance over the winter, and as they become more confident of the 2014/15
outturn, and firm-up their plans to inform the 2015/16 contracting round. Any such
review should include appropriate involvement from local authorities and be
approved by HWBs. NHS England will assess the extent to which any proposed
change has been locally agreed in line with BCF requirements, as well as the risk to
delivery of the ambition, as part of its assurance of CCGs’ operational plans.
Once again, thank you for your work and we look forward to the next stage.
Yours sincerely,

Dame Barbara Hakin
National Director: Commissioning Operations
NHS England
http://www.england.nhs.uk/wp-content/uploads/2014/08/bcf-technical-guidance-v2.pdf
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Appendix 2
STRUCTURE (DRAFT V3)

Title of meeting:

CCG Governing Body

Date of Meeting:

13 January 2015

Paper Title:

S256 agreements re Social Care funding (by NHS
England) and Reablement Services (by CCG)

Agenda
Item:
Public/Private Section:

Public
Private
N/A
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Purpose (this
Decision
Discussion 
Assurance
Information
paper is for):
Report Author and Job Title: Angela Nixon, Group Finance Manager, Wakefield Council
Responsible Clinical Lead:

Dr Andrew Furber, Director of Public Health

Responsible Governing
Dr Andrew Furber, Director of Public Health
Board Executive Lead:
Recommendation :
To note and agree the S256 agreement prior to progress to Health and Wellbeing Board.
Executive Summary:
Currently the Council receives two payments re S256 (2006 NHS Act) agreements. The first is paid from NHS
England in relation to Social Care funding and the second for reablement funding that is allocated to the CCG
and is passported to the Council.
The Social Care funding is administered by the NHS England Area Teams (and not Clinical Commissioning
Groups). Funding from NHS England will only pass over to local authorities once the Section 256 agreement has
been signed by both parties. The funding must be used to support adult social care services in each local
authority, which also has a health benefit. However, beyond this broad condition, NHS England wants to
provide flexibility for local areas to determine how this investment in social care services is best used. For the
2014/15 financial year Wakefield’s allocation is £7,557,346, which is formed from two allocations; £1,374,000
which is payable if the Health and Wellbeing Board have agreed their Better Care fund plan and £6,183,346
which is the social care transfer allocation, the attached appendix A covers the categories as requested by NHS
England along with details of the schemes and the evidence/outcomes of each scheme that need to be
demonstrated for the S256 transfer. The expenditure identified links directly to schemes that have been
included within the Better Care Fund submission in order that there will be some continuity going forwards into
2015/16.
The reablement funding passported to the Council from the CCG relates to the ongoing development of
reablement provision within the district , Appendix B is a detailed report that was approved by JSCB on 3 July
2014. It gives details of how funding was utilised in 2013/14 and the proposals for 2014/15.
Both funding streams require approval by JSCB, the Council and the CCG before S256 agreements can be drawn
up and signed. The Social Care funding also requires approval by the Health and Wellbeing Board.
From 2015/16 both of these funding streams will be included within the Better Care Fund pooled budget.
This paper was reviewed by Clinical Cabinet on 27 November 2014 and recommended for approval.

Link to overarching principles
from the strategic plan:

Improve health equality across our population
Support for individual health and wellbeing




Care provided in the right setting and close to home
Appropriate access and choice for all
Understanding our population and putting patients at our centre
Safe and high quality experiences and clinical outcomes
Transparent clinically‐led commissioning
Service transformation through redesign
Improvement through collaboration and integration
Financial efficiency, probity and balance



Outcome of Equality Impact
Assessment:

Not applicable

Outline public engagement:

Not applicable

Assurance departments/
organisations who will be
affected have been consulted:
Previously presented at
committee / governing body:

Reference document(s) /
enclosures:

Reablement report approved at JSCB 3 July 2014
Social Care report approved at JSCB 13 November 2014
CCG Clinical Cabinet 27 November 2014
Appendix A – Social Care funding expenditure breakdown
Appendix B – reablement funding paper

Risk Assessment:
Finance/ resource implications:

Not applicable





JSCB REPORT
Progress Report to JSCB
Title:

Proposals for further development of Reablement Provision

Date:

3rd July 2014

For:

Information, Discussion and Decision

Report of:

Rob Hurren, Director of Integrated Care

PURPOSE OF BRIEFING NOTE
The purpose of this report is to provide an update to Joint Strategic Commissioning Board (JSCB) on
development of reablement provision in Wakefield district and to confirm spend on reablement from
the 2013/14 non-recurrent reablement monies that are passed to the Wakefield Clinical
Commissioning Group (Wakefield CCG) by Department of Health (DH). In addition, the report seeks
approval for a planned spending profile from the 2014/15 reablement funding allocation.
INFORMATION
On 7 June 2013, JSCB agreed to the use of non-recurrent reablement funding of £2.153m in each of
the years 2013/14 and 2014/15 to contribute to funding the costs of development of reablement
provision in Wakefield district. It was agreed that the funding would be transferred to the Council via
a section 256 agreement and it was acknowledged that there would need to be some rolling over of
funding from the 2013/14 allocation into 2014/15. Periodic reports on progress have been provided
to the JSCB to assess impact and to inform future commissioning intentions on reablement provision.
This funding is being used to deliver improved outcomes for people accessing reablement focused
services through restoring independent functioning so that people are able to do things for
themselves including re-learning skills for carrying out activities of daily living. Improved and
enhanced reablement services will also be targeted at reducing the length of stay of patients in
hospital and reduce admissions and avoidable re-admissions to hospital.
As part of the development of reablement provision, the Council’s Personal Care Team provides
short-term reabling support to help people maintain or regain maximum independence at home. It is
an enabling service and also includes occupational therapy to aid reablement potential. The service
is normally offered for up to 6 weeks but may be shorter dependent upon needs. Funding has been
used to increase home based reablement capacity using the non-recurrent funding to support
development and delivery of community based services. In addition the number of contracted
independent sector of home care providers have been significantly increased which has aided
throughput of the in-house service.
In addition, if an individual is unable to return home from a hospital stay or is unable to remain at
home for social care related reasons, services that promote a person’s independence have been
provided within the Council’s two Elderly Persons Homes (EPHs) (Ash Grove House and Dovecote
Lodge). These have been short term interim placements as part of the person’s reablement support
and are helping to facilitate timely and safe discharge from hospital and enabling some step up from
the community to prevent admissions.
In order to support staff involved in supporting individuals who are suitable for reablement support,
the Council commissioned a programme of reablement training from a national provider through a
competitive tendering process. This training was funded directly by the Council and was provided to
all relevant staff groups.
Following a building conditions survey, it was agreed by JSCB that some funding could be directed
towards measures that would maintain the EPHs to have a safe and secure environment; support
infection control and promote the independence of individuals. Work has been completed to
undertake necessary measures to ensure the continued provision of services.
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FINANCE
The table below provides details of actual spend against the 2013/14 reablement funding allocation.
The analysis indicates that as anticipated a figure of £404,484 has been rolled-over into 2014/15 for
agreement on reallocation on the further provision of reablement services.
Allocation

Actual Spend

Balance C\Fwd
for reallocation

Reablement (Home based) costs
average of 1800 hrs per wk x 5
months (subsidised rate of £18 per
hour)

£684,000

£684,000

£0

Reablement buildings costs (revenue
items)

£419,532

£104,392

£315,140

Contribution towards cost of Interim
Placements to facilitate
discharge\prevent admission* (777
bed weeks @ £412 per week)

£304,468

£320,124

£-15,656

Accessing equipment and telecare to
support Reablement

£625,000

£625,000

£0

Lost income due to non-chargeable
reablement services

£55,000

£0.00

£55.000

Additional Therapy services

£50,000

£0.00

£50.000

Outcomes Assessment and
Evaluation

£15,000

£15,000

£0

Total

£2.153m

£1,748,516

£404,484

Funding Area

*Represents a contribution towards cost of interim placement beds that prevent placement in
independent sector care homes at a weekly cost of £412 per bed per week (based upon 777 bed
weeks)
PROFILE OF SPEND AGAINST ALLOCATION
Analysis of activity and spend against the original funding allocation profile has demonstrated that the
requirements for the cost of necessary works for the two EPHs was not as great as originally
anticipated.
The funding allocation contributed towards the cost of provision Interim Placements to facilitate timely
and safe discharges and prevent admissions to hospital funded 777 bed weeks during the 5 month
period from November 2013 to end of March 2014.
The funding allocation contributed towards the cost of an average of 1800 hours per week of home
based reablement support provided by the Council’s Personal Care Team at a subsidised hourly rate
of £18 per hour
The spend against accessing equipment and telecare to support people to remain independent was
utilised as planned.
Planned spend against additional therapy services was not utilised and the planned recovery of loss
of income was not applied.
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PROPOSALS FOR SPEND AGAINST THE 2014/15 REABLEMENT FUNDING ALLOCATION
Reablement support is usually most effective when it takes place within an individual’s own home
and that continues to be the preferred location. It is proposed that the Council’s Personal Care Team
continues to develop its provision to provide more reablement focused services to provide enhanced
reablement capacity to deliver services within an individual’s own home. However, if an individual is
unable to return home from a hospital stay or is unable to remain at home for social care related
reasons, services that promote a person’s independence can take place within a residential setting
as part of their reablement.
As capacity has increased within the community based Personal Care Team through investment in
short term reablement interventions, the use of social care residential bed use for reablement within
the Council’s two EPHs has started to reduce. Therefore, it is proposed that reablement funding
during 2014/15 continues to be mainly focused on short-term reablement support within a person’s
own home from a weekly average of 1800 hours gradually increasing to an average of 1900 hours
per week over the funding period.
It is proposed that the two EPHs (Ash Grove and Dovecote Lodge) continue to provide a number of
interim placement opportunities that facilitate timely and safe discharge from hospital and step up
from the community to prevent admissions. It is proposed that this funding contribution will be for
fewer beds than was the case during 2013/14, reducing the funding contribution from an average of
36 beds per week in 2013/14 to an average of 17 beds per week in 2014/15.
A contribution towards the cost of performance monitoring and outcomes reporting is also proposed
at a nominal amount of £15k. This will also assist in the continued development of performance
information processes to gather activity data relating to reablement provision.
The £404,484 reablement funding from 2013/14 has been added to the earmarked reserve funding
and proposals will be developed for future consideration.
Funding Area
Reablement (Home based) costs funding an average of 1900
hrs per wk over a 12 month period

Proposed Allocation
£1,770,210

Contribution towards cost of Interim Placements to facilitate
discharge\prevent admission (884 bed weeks @ £416 per
week) based upon 17 beds

£367,744

Contribution towards performance monitoring and outcomes
reporting

£15,046

Total

£2,153,000

It is proposed that the profile of spend be contained within a s256 agreement for 2014/15 and for this
to be kept under review, and if necessary, further reports will be presented to JSCB with proposals if
any changes are felt to be needed. Further periodic reports on activity against profiled spend will be
provided to JSCB on progress and performance as the service continues to develop.
RECOMMENDATIONS
JSCB are asked to:
 note the spend against the 2013/14 reablement funding allocation;
 approve the planned profile of spend against the 2014/15 reablement funding allocation
 agree to the transfer of the 2014/15 reablement funding allocation to Wakefield Council by
way of a s256 agreement

Duncan Smith, Service Manager, Transformation and Integration
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NHS England Category

WMDC Service Area

£

2014/15 Narrative

Community Equipment and Adaptations

Adaptations team and equipment

921,000 This is being used to enable the provision of equipment that promotes
independent living, improved health outcomes, prevents avoidable admissions
and promotes timely and safe discharge arrangements. The investment has
allowed for the provision of equipment to be delivered efficiently and
effectively to avoid delayed discharges and prevention of any negative impact
on hospital admissions/discharges as well as contributing to reducing length of
stay.

Telecare

Telecare

1,023,000 This is used to provide a range of Telecare equipment and monitoring and
Number of hospital admissions, length of stay,
response services that promote independent living, prevent avoidable
experience of people feeling safer.
admissions and readmissions and promote timely and safe discharge
arrangements. The investment has allowed for the provision of Telecare alarms
and sensors to be installed efficiently and effectively to avoid delayed
discharges and prevention of any negative impact on hospital
admissions/discharge,s as well as contributing to reducing length of stay.

Dementia Services

Residential Dementia care

1,582,000 This is residential care for people who have a diagnosis of dementia. Respite
care and emergency placements are available to support carers and hospital
discharge where appropriate. Without these services individuals and carers
would be at risk of hospital admission and carer breakdown resulting in the
need for more expensive services.

Other Social Care

Extra Care services ‐ in‐house and external

Evidence to be used
Number of adaptations/equipment issued year on year.

Residential care home placements, number of hospital
admissions.

People in receipt of packages at home, ( ie. numbers
693,000 To support individuals to continue to have greater choice and control of their
care arrangements enabling them to live more independently (with support) in supported to live independently).
the community rather than accessing long term residential care. This results in
greater levels of health and wellbeing for these service users hence allowing
them to remain independent for longer.

Other preventative services

Prevention contracts and carers contracts

929,346 This funding is used to support a wide range of preventative services, contracts Trends in reduction of number of cases supported/care
and funding agreements across all categories of need for service users and their managed in year.
carers and are key to preventing and delaying the the need to access higher cost
statutory services

Joint Health and care teams

Council contribution towards Community
Mental Health Teams.

2,409,000 Enables social work professionals to undertake timely assessments of people
Social work assessmants undertaken and no of delayed
with Mental Health needsand to cordinate support packages that both enable discharges
efficient discharge arrangements and prevent avoidable admissions to hospital.

Allocation for Social Care 2013/14

7,557,346

Title of meeting:

Governing Body

Date of Meeting:

13 January 2015

Paper Title:

Finance Report Month 08 2014/15

Agenda
Item:
Public/Private Section:

Public
Private
N/A
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Purpose (this

Decision
Discussion
Assurance
Information
paper is for):
Report Author and Job Title: Elizabeth Goodson, Commissioning Accountant
Karen Parkin, Associate Director ‐ Finance, Governance & Contracting
Responsible Clinical Lead:
Not applicable
Responsible Governing
Andrew Pepper, Chief Finance Officer
Board Executive Lead:
Recommendation:
It is recommended that the Governing Body notes the contents of the report.
Executive Summary:
The Month 8 Finance Report provides a year to date position as at 30 November 2014.
The CCG has a year to date surplus of £4,337k. Forecast year end position is in line with plan at £6,505k.
Activity information is based on month 6 freeze data and month 7 flex with month 6 trading reports where
available.
All key performance targets are green, with the exception of QIPP delivery and activity trends (YTD and FY
forecast), all of which are amber.
This month’s Key Focus Area is on Continuing Healthcare.
Link to overarching principles
Citizen Participation and Engagement
from the strategic plan:

Wider Primary Care at Scale including Network development
A Modern Model of Integrated Care
Access to the Highest Quality Urgent and Emergency Care
A Step Change in the Productivity of Elective Care
Specialised Commissioning
Mental Health Service Transformation
Maternity, Children and Young People Transformation
Organising ourselves to deliver for our patients



Outcome of Equality Impact
Assessment:

Not applicable

Outline public engagement:

Not applicable

Assurance departments/
organisations who will be
affected have been consulted:
Previously presented at
committee / governing body:

Elements of the Finance Report are also reported to NHS England via
standard template returns. These are headline position, QIPP, Non‐Recurrent
Funds and Risks & Opportunities.
The report is a regular monthly report which is presented to IGC and also
presented on a bi‐monthly basis to Governing Body. This Month 8 report was
presented to IGC on 18th December 2014.

Reference document(s) /
enclosures:

Month 8 Finance Report.

Risk Assessment:

Section 9 of the paper gives details of the financial risks including mitigation.
In addition the CCG Risk Register describes additional financial risks which
are monitored on an on‐going basis.

Finance/ resource implications:

YTD surplus is £4,337k; forecast is £6,505k as per plan. However there are
both risks and opportunities to this position which are detailed in the paper.

Finance Report
Month 8
2014/15
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1. Executive Summary


Key financial headline position
Annual budget
£000
Surplus





FOT
£000

6,505

6,505

Managing within overall resource

480,170

473,666

Managing running cost allowance

8,560

7,951

Activity Data Available Month
Mid Yorkshire Hospitals NHS Trust

‐

Month 6 Freeze Month 7 Flex

Other NHS Trusts

‐

Month 6 Trading Reports where available

Quality, Innovation, Productivity and Prevention (QIPP)
Year to date shows an achievement of £8.9m against a phased budget of £8.4m. Requirement
remains at £14m, however £3.5m of the forecast is non‐recurrent. In addition, following a
detailed review through the Planning and Delivery Group, £1.3m was previously classified as red
and is now unidentified which will be managed through risks and opportunities.



Non‐Recurrent
Funding allocated and schemes identified were originally £18.9m. Additional allocation relating
to 66% of Referral to Treatment Standards (RTT) £2.5m and 100% of winter resilience funding
£4.4m has been received. The CCG is still awaiting the remaining £1.4m for RTT



Overall position
Acute
Mid Yorkshire Hospitals NHS Trust (MYHT) at month 8 is showing estimated £694k under trade.
This relates to the reduced activity and penalties at quarter 1. The CCG is forecasting based on
delivery of plan in the later months and reduced level of penalties.
The position adjusted for penalties and challenges on Leeds Teaching Hospitals NHS Trust
(LTHT) is £810k overtrade. The main areas of overtrade are Critical Care £214k, Maternity
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pathway £140k, Radiology £116k and Rheumatology £165k. These are under review by the lead
commissioners.
There are large under trades on Sheffield Teaching Hospitals NHS Trust in critical care and
electives and on maternity pathway at Doncaster and Bassetlaw NHS Foundation Trust.



Continuing Care
Adults Continuing Care is overtrading by £486k year to date. From 1st April 2014 patients
were able to request a Personal Health Budget (PHB). The expenditure to date on Adults
PHBs is £159k year to date.
PHB’s are being closely monitored as patients may choose to have care delivered in a
different way to meet their need.
Children’s Complex Care is forecast to be £663k overspent at year end. This is due to the
increasing number of complex packages being considered by panel. All new packages are
subject to a 6 month review. A project is being completed to review the Complex Care
governance process and ensure that costs are allocated across the Health Economy on an
appropriate basis.



Running Costs
There is an under‐spend of £485k to date which includes £266k identified as QIPP from savings
to date on NHS Property Services (NHSPS) costs. The remainder is made up of underspends on
pay and small non‐pay areas.



Risks
A detailed analysis of risks and opportunities is included later in the report
The main risks are:







Over‐trades on acute contracts
Additional charges from NHSPS
Under achievement of QIPP
Contract challenges from Non NHS providers
Category M drugs rebasing from NHS England
Charge exempt overseas visitors
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2. Finance and Activity Dashboards & Trends
NHS Wakefield CCG key financial performance indicators are detailed below:
Financial Performance
No.
1
2

3

Indicator

Green: >= 2% Amber/Green: 1‐1.99%
Amber Red: 0‐0.99% Red: <0%
Green: <= 0.1% Amber/Green:
Surplus ‐ year to date performance
<=0.25% Amber/Red: <0.5% Red:
(variance to plan as % of allocation)
>=0.5%
Green: <= 0.1% Amber/Green:
Surplus ‐ Full year (forecast variance
<=0.25% Amber/Red: <0.5% Red:
to plan as % of allocation)
>=0.5%
Underlying recurrent surplus

4

Management of 2.5% NR funds
within agreed processes

5

QIPP ‐ year to date delivery

6a

QIPP ‐ full year in‐year forecast

6b

Recurring full year QIPP delivery

7

Activity trends ‐ year to date

8

Activity trends ‐ full year forecast

9

Running costs

10

RAG Measure

RAG ‐
Month
8 7 6

Value
Exit level >2% of total CCG
allocation
Variance to Plan = 0 at Month 8
Variance to Plan = 0 estimated at
Month 8

Green: >= 95% of plan Amber: >=95%
of plan Red: <75% of plan
Green: >= 95% of plan Amber: >=95%
of plan Red: <75% of plan

YTD spend of £6.5m on‐going
submission against monitoring
returns to NHSE
Phased QIPP plan YTD £8.5m.
Achievement £8.9m YTD
QIPP plan £14m. FOT £12.7m incl
NR £3.5m

Green: >= 95% of plan Amber: >=95%
of plan Red: <75% of plan

Forecast full year recurrent
achievement £9.2m against £14m

Green=Yes Red=No

Green: <101% of plan Amber/Green:
<102% of plan Amber/Red: <103% of
plan Red: >=103% of plan
Green: <101% of plan Amber/Green:
<102% of plan Amber/Red: <103% of
plan Red: >=103% of plan
Green: <= RCA Red: >RCA

Green: Indicator met in full
Amber/Green: Indicator partially met
Clear identification of risks against
limited uncovered risk Amber/Red:
financial delivery and mitigations
Indicator partially met material
uncovered risk Red: Indicator not met

11

Assessment of internal and external
audit opinion and on timeliness and
quality of returns

Based on assessment of returns

12

Balance sheet indicators including
performance against planned cash
limit and BPPC performance.

BPPC: Green 95% of invoices to be
paid within 30 days
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1.6 % overtrade trade on MYHT
month 6 activity
As above
£485k underspend to date

All risks identified with value and
mitigation

No matters arising as part of year‐
end audit regarding quality or
timeliness
Cash at bank: £195k held at 30th
November. BPPC: 98% of invoices
paid by number and 100% paid by
value.

NHS Wakefield CCG is notified of its allocation from NHS England (NHSE) prior to the start of the
year. Adjustments to allocations can be made throughout the year. In 2014/15 allocations received
are details below:

Total
14/15 Opening Programme Allocations
14/15 Running Cost Allocation
14/15 Non‐recurrent b/f surplus
Total Allocation at 30th April and 31st May 2014
GP IT allocation
Total Available Resources 30th June 2014
Offender Health
Total Available Resources 31st July 2014
Referral to Treatment
King Street Walk in Centre
Harrogate Contract ( Duchy )
Cytology
Total Available Resources 31st August 2014
2 mths King Street Walk in Centre
14/15 CEOV and non‐rechargable services
Total Available Resources 30th September 2014
Winter Resilience Funding
Referral to Treatment
Winter Resilience Funding 2nd tranche
Paediatric metabolic dietetic procedures
Total Available Resources 31st October and 30th November 2014

‐
‐
‐

‐

457,483
8,560
5,505
471,548
905
472,453
544
472,997
2,466
1,056
50
334
476,235
176
403
475,656
2,486
88
1,954
14
480,170

Anticipated future adjustments are for RTT and other services where there is an overlap with
specialist services which was not adjusted recurrently in the baseline e.g. vascular services,
paediatric insulin pumps, trauma and spinal.
There were no new allocations in November 2014.
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An analysis of the high level budget headings and financial performance is provided in the table
below:

Provider

Opening
Budget
Change in Forecast Change in
Annual Budget to Expenditure Variance
agreed by Change
Variance year end forecast year
Budget Date
to Date to date
Governing
to Date Variance end Variance
Body

£'000
Mental Health
38,521
Mid Yorkshire Hospitals
220,311
Other NHS Providers
40,460
Other Acute including AQP
18,397
Prescribing
63,585
Primary Care and Out of Hours
4,267
Continuing Care & Free Nursing Care
28,762
Community Services
27,140
Other
8,791
GP IT
0
QIPP
‐14,000
Contingency
2,380
Non Recurrent resources
18,869
Programme Allocation ( Exc Planned Surplus ) 457,483
Running Costs
8,560
Total
466,043

£'000
4,555
‐11,381
‐140
‐471
‐2,000
2,946
‐546
4,760
673
905
12,071
0
‐8,189
3,182
0
3,182

£'000
28,717
139,287
26,880
11,951
41,223
4,809
18,811
21,266
6,309
603
‐1,286
1,587
10,080
310,236
5,707
315,942

£'000
28,603
138,593
27,010
12,700
41,046
4,688
19,600
21,258
6,309
603
‐820
1,587
9,543
310,721
5,222
315,942

£'000
‐114
‐694
130
749
‐176
‐121
789
‐8
0
0
467
0
‐536
485
‐485
0

14 / 15

1,000 6,505 4,337
4,182 480,170 320,279

0
315,942

‐4,337
‐4,337

Total Allocation

5,505
471,548

£'000
43,075
208,930
40,319
17,926
61,585
7,214
28,216
31,900
9,464
905
‐1,929
2,380
15,120
465,105
8,560
473,665


















£'000
‐283
‐694
160
1,092
‐263
‐136
1,141
‐4
0
0
700
0
‐1,105
609
‐609
0





















‐6,505
‐6,505




Mid‐Yorkshire Hospitals Trust (MYHT)
Current activity reconciliations shows net under‐trade year to date. This is made up of activity
under trades, best practice tariff adjustments, challenges, non‐achievement of RTT standards and
risk share adjustments. Month 6 freeze activity has increased as a result of the plans implemented
as part of the RTT recovery plan.
There are a number of potential emerging pressures associated with MYHT forecast outturn
including:
 Continued rise in issues of excluded drugs especially growth in Rheumatology
 Ensuring that activity is delivered to plan (not above plan) in the later periods subject to 18
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week delivery.

Leeds Teaching Hospitals NHS Trust
The position adjusted for penalties and challenges on Leeds Teaching Hospitals NHS Trust (LTHT) is
£632k.
There is a large overtrade on Inpatients which is caused in part by delivery of RTT targets.
Leeds West CCG (lead commissioner) has advised that within non elective admission there is high
spend in the nephrology specialty.
Outpatients’ new attendances have seen an increase in Spinal Surgery and Nephrology.
At the beginning of the year there was increased activity and length of stay for Critical Care which
reduced part way through the year. In Month 8 the activity has increased again. CAPITA has been
commissioned with an independent review of the coding for critical care.
There is a large overtrade on Maternity Pathway, this is mainly due to antenatal and where they
are coded as intensive. However the lead CCG is currently challenging the coding.

Other NHS Trusts
Sheffield Teaching Hospitals NHS Trust has a large under trade. In 2013/2014 there were high levels of
activity in inpatients and outpatients that has not been replicated in 2014/2015. The patient flow
appears to have moved to LTHT. The Commissioning support unit have been asked to look at referral
rates to confirm this.

AQP (Any Qualified Provider)
The CCG is currently carrying out a full review of services. As a result some of the services are
being re‐commissioned as AQP contracts (Any Qualified Provider).
These are services that can be carried out within a community setting and create choice, capacity
and ease of access for patients.
The selection of providers is through a robust process that looks at Clinical, Qualitative and
Financial factors.
There are currently overtrades on some AQP contracts at month 8 as detailed below:
Endoscopy
Direct Access Endoscopy services have been commissioned to provide services in alternative
care settings to improve choice and reduce waiting times. It is acknowledged that this will
reduce the number of patients referred to acute services that require routine diagnostic care
and thus improve capacity issues that local providers are experiencing.
Pathways have been redesigned to ensure patients receive the most appropriate level of
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care and are not waiting long to receive this care. GPs can refer patients for this diagnostic
test without waiting to see a consultant if not required.
Ultrasound
The Ultrasound services AQP has 3 Community contracts and 2 acute contracts providing
Ultrasounds and MRI scans, the AQP is currently overspending due to an increase in activity,
This AQP is improving access to ultrasound, the care is being delivered closer to home
enabling better patient access to the service. The AQP contract comes to an end in March
2015; the commissioning team are currently working towards advertisement and
procurement for new contracts post March 2015.
Ophthalmic Services
The Optometry AQP has 21 contracts providing Enhanced Optometry services to patients.
The introduction of the service provided in a community setting has created awareness,
capacity and choice for patients.
Prescribing
Data has been received for month 6. Using this data and applying profiles published by NHS
Business Service Authority (NHSBSA) the position to date is under trading.
However, last year there was significant variability in prescribing forecasts and the team is
currently reviewing the budget, efficiencies and risks to make a more informed estimate of
forecast out‐turn.
Month 7 data will show the impact of the NHS England category M drug price change. Category M
drugs are those that are readily available and the reimbursement price to Pharmacists is calculated
by the Department of Health based on information supplied by manufacturers.
This information will provide intelligence required that will enable a robust forecasting
methodology to be developed.
Continuing Care
The position at month 8 is overspending by 2.9 % on Adults Continuing Care and 31% on Children’s
Complex care.
In 2014 / 15 there have been changes in legislation affecting Continuing Care. This is mainly around
creating choice and providing personalisation for patients.
The current situation and future changes are outlined in the Key Focus Area later in section 3.
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3. Key Focus Area – Continuing Health Care and Personalisation
Continuing Health Care has been a subject to legislative change since April 2014
Patients now have more choice and control over the care they receive and how the care is
delivered.
The CCG may see a difference in how care is delivered as patients can make the choice to purchase
a service that suits their needs which may not be what the CCG had previously provided. The
choice to move to a PHB will provide intelligence for the CCG for future commissioning
considerations.



Adults
Adults have had the right to request and receive a Personal Health Budget (PHB) from 1st
April 2014. This means that a patient can receive the funds directly and then have a choice in
how they manage their care package. The CCG are now seeing an increase in patients
exercising this option and this will increase in future years.
In May 14 the Continuing Care administration and clinical team were transferred to the CSU.
The transfer will see improved processes for implementing quality and efficiencies in how
packages are assessed.
As part of this transfer to the CSU there will be a complete service redesign which will
consider sophistication of the process for assessment that will drive service and cost
efficiencies.
The CCG is forecasting an overspend on Adults continuing care. The CCG and CSU are
working together to identify the reasons for increase and take control action to review the
forecast out‐turn costs.
The CCG and CSU are reviewing the financial monitoring process to be able to provide more
detailed information about the different type of funding streams that are currently accessed
and which are the areas of cost pressure. This work will identify the trends in patient
numbers and current costs which will provide intelligence for future budget setting.
This work has included the formulation of an action plan, data cleansing of the patient
monitoring system and regular audits.
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Children
The number of complex care packages for children have increased over the last few years.
In 2012/13 there were 30 packages costing £960k
In 2013/14 there were 52 packages costing £1,956k
Currently the CCG has 56 packages.
All cases are considered at a panel that consists of Health, Education and Social care
representatives, who assess whether a package of care should be agreed. Each new package
is subject to an initial 6 month review. All current packages are also regularly reviewed to
assess whether the patient outcomes are being met.
The panel are seeing an increase in the complexity of care and the number of cases being
put forward. Due to the increase, the CCG is reviewing the decision making and governance
arrangements. The CCG is also benchmarking against commissioning decisions made by
other CCG’s to ensure consistency throughout the Health Economy.
From 1st April 2014 patients had a right to request a Personal Health Budget ( PHB ) and from
1st October have the right to receive a PHB. The CCG are in the process of assessing the
services that may be impacted upon as a result of a patient choosing a PHB.
There will also be children who will require educational, social and health support. The
introduction of Education Health and Care packages from 1st October will bring together
Health and Local Authorities to provide a seamless care package for children.
The CCG in partnership with the Local Authority have publicised the ‘Local Offer ‘. This
outlines what services are available and if there are any current limitations which means a
service cannot be personalised.
Initial enquiries from patients and carers indicate that the element of service that a patient
may choose to have delivered differently is therapy services. This includes but is not limited
to Speech and Language therapy and Physiotherapy.
The CCG and the Local Authority are working together to ensure that a robust process is
implemented that will ensure that the quality of care delivered is not affected by the
changes.
It is possible that Education Health and Social care budgets could be pooled in the future to
provide efficiencies in the process.
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4. Running Costs
The CCG are showing an under‐spend of £485k with year‐end forecast of £609k. £200k has been
identified as QIPP from savings on NHSPS. The remainder is made up of underspends on pay and minor
non‐pay underspends.

5. Quality, Innovation, Productivity and Prevention (QIPP)
QIPP is over achieving to date however it is important to point out that £3.5m of the achieved
forecast out‐turn value is non‐recurrent.
The table below shows the value of each RAG rated category.

RAG
Red ‐ NR
Red ‐ Unidentified
Amber
Green
Total

£ 000's
3,525
1,347
380
8,748
14,000

A recent stocktake of QIPP has identified a number of schemes which have now closed. These are
ENT, Gynaecology service and Urology pathways transformation. (Formerly £1.3m)
SWYPFT have recently taken over the lead for Mental Health Non Contracted activity. This will
result in a more focused price negotiation and robust contract monitoring which will provide
efficiencies within the system.
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QIPP Achievement 2014 / 15

Total
£ 000's

Target QIPP Schemes

Phased Budget
£ 000's

YTD
£ 000's

2014 / 2015
FOT
£ 000's

Variance
£ 000's

RAG
£ 000's

Budget Holder

Planned Care
Improving outcomes, reducing variation & demand
ENT service / pathway transformation
Urology Service pathway transformation

Linda Driver
Linda Driver

Gynaecology service / pathway transformation
Gastroenterology ‐ redesign FCP testing pathways
Opthalmology ‐ Single Point of Access
Dermatology ‐ utilisation of pathway
Community cardiology pathway redesign
Capita Report coding
Continuing Healthcare
Risk Sharingre : outpatients

Linda Driver
Linda Driver
Linda Driver
Linda Driver
Linda Driver
Matt England
Rosemary Davison
Matt England

50
65

24
43

0
0

‐24
‐43

75
350
225
170
80
2,400
500
560

36
233
150
113
38
1,482
333
373
‐

0
200
554
98
0
1,482
333
373

‐36
‐33
404
‐15
‐38
0
0
0
0

Urgent Care
Patient Transport Transformation
Risk Share arrangements
Conveyance review with YAS

Jenny Feeley
Matt England
Jenny Feeley

210
1,840
200

‐
‐
101
1,345
96
‐
‐

400
50

‐
268
33
‐

Corporate
Running costs reduction for 15/16
Review contributions to posts at other Organisations

Andrew Pepper / Jo Pollard
Andrew Pepper / Jo Pollard

Primary Care

0
1,392
0

0
0
‐101
47
‐96
0
0

0 Red
1,840 Green
0 Red

400
50

0
132
17
0

400 Green
50 Green

‐

0

Manage inflation through initiatives in primary care

Joanne Fitzpatrick

2,000

1,333

1,333

0

Management of excluded drugs arrangement

Joanne Fitzpatrick

500

333

0

‐333

Review of diagnostics

Linda Driver

24

0

‐24

50
‐

0

Mental Health

‐

0

Mental Health services transformation Scheme

‐

0

‐

0

Aligning funding to service utilisation

Michele Ezro

295

320

Out of Area Placements

Michele Ezro

205

‐

0

0

Reduction in baseline SLA

Michele Ezro

250

‐

167

167

‐

‐

171

171

Horizon Centre

0 Red
0 Red
0 Red
300 Amber
846 Green
80 Amber
0 Amber
2,068 Green
500 Green
244 Green

0

‐320

2,000 Green
0 Red
0 Red

0 Amber
250 Green
250 Green
300 Green

‐
sub total identified QIPP
Restriction of non‐recurrent investment (formerly
unidentified QIPP)

10,475

6,681

6,554 ‐

126

9,128

3,525

1,800

2,350

550

3,525 Red
1,347 Red

14,000

8,481

8,904

424

Unidentified QIPP
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14,000

‐

6. Non‐Recurrent Funding Resource
Project Lead

Mandy Sheffield
Liz Blythe
Gill Day
Lisa Candler
Greg Connor
Jo Webster
Michelle Ashbridge
Michelle Ashbridge
Jenny Feeley
Jenny Feeley
Andrew Pepper
Andrew Pepper
Andrew Pepper
Andrew Pepper
Laura Elliott
Jo Webster
Ruth Unwin
Anthony Sadler
Michele Ezro
Greg Connor

Melanie Brown
Melanie Brown
Melanie Brown
Melanie Brown
Melanie Brown
Melanie Brown
Melanie Brown
Melanie Brown
Melanie Brown
Melanie Brown
Melanie Brown
Melanie Brown
Melanie Brown
Melanie Brown
Melanie Brown
Melanie Brown
Melanie Brown
Melanie Brown
Melanie Brown
Jenny Feeley
Melanie Brown
Melanie Brown
Melanie Brown
Melanie Brown
Michele Ezro
Michele Ezro
Michele Ezro
Andrew Pepper

Andrew Pepper
Simon Rowe

Sally Bell

Project and Source of Funding
1.5% Non‐recurrent
Multi Agency Safeguarding Hub (MASH)
Outwood 7 day a week opening
Podiatry MYHT Contract
Community Respiratory Services
Network Development Framework
Additional Clinical Advisors (support)
Wakefield & Pontefract Rapid Intervention Service (Hospices)
Electronic Palliative Care Coordination System (EPaCCS)
Emergency Care Investment (GP Urgents 365)
Walk‐in‐Centre additional funding
Contract NR ‐ MYHT
Reconfiguration Transitional Costs
CHC legacy Support risk share
Programme Management Office
MYHT Urinary Catheter Training
Strategic Programme Work
Communications & Engagement
Supporting the Third Sector
Health & inequalities
Co‐Commissioning Support
sub total 1.5% Non Recurrent
Call to Action 1%
Roll Out of integrated Care Teams by Network
N4 Care Home Pilot
Altogether Better
Network 2 ‐KAFKA
Social Prescribing
CC2H project support
Wakefield Demand & Capacity Model
Connected Care Investment
Integration and Health & Wellbeing with WMDC
N3 and N5 primary care approach to residential care
West Wakefield Implementation Team
Extension of SE (N2) Proof of Concept
Proof of Concept GP N6 enhanced comm serv
CC2H mgt infrastructure
Change & self management VCS provision
Additional Social Worker Capacity
Communications Workstream
Healthwatch ‐ project evaluation
Other Minor Project Costs
Urgent Care Practitioners
Non‐Elective Re‐admissions
Gateway to Care
Optimisation of Systm‐one
GP Transport Service (Take home & Tuck up)
Emergency Threshold adjustment
Early Support Discharge
Care Closer to Home (CC2H) sub‐total
Mental Health ‐Liaison Psychiatry
Mental Health ‐ Support funding
Mental Health ‐ Various other business cases
MYHT Reserve
sub total Call to Action 1% and CC2H
Emergency Threshold adjustment
Winter Pressures: MYHT
Winter Pressures: Other
sub total Emergency Threshold Adjustment
Operational Resilience
RTT Funding
Winter Resilience Funding
sub total Operational Resilience
Other
To allocation surplus
Surplus drawdown
Allocation to QIPP
sub total Other
Total Funding
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Annual
Budget
£ 000's

Movement Revised Budget

Spend
FOT Variance
todate
£ 000's £ 000's

115
20
52
33
1,992
0
444
26
300
0
226
1,000
1,778
600
10
0
0
0
0
0
6,596

0
0
0
0
0
50
0
0
0
297
(26)
0
0
0
0
152
100
70
76
40
759

115
20
52
33
1,992
50
444
26
300
297
200
1,000
1,778
600
10
152
100
70
76
40
7,355

69
0
25
22
724
0
296
17
0
297
133
667
1,778
434
7
54
18
47
47
0
4,635

115
20
52
33
1,992
50
444
26
280
297
200
1,000
1,778
600
10
152
100
70
76
40
7,335

0
0
0
0
0
0
0
0
(20)
0
0
0
0
0
0
0
0
0
0
0
(20)

2565
0
0
0
0
0
0
0
(1,600)
0
0
0
0
0
0
0
0
0
0
300

‐2565
51
50
25
35
148
64
1,629
0
51
106
121
227
136
70
125
20
42
0
0

0
51
50
25
35
148
64
1,629
(1,600)
51
106
121
227
136
70
125
20
42
0
300

0
51
50
25
35
90
64
295
0
51
27
121
227
136
70
125
20
42
0
224

0
0
0
0
0
(58)
0
(1,334)
1,600
0
(79)
0
0
0
0
0
0
0
0
(76)

200
200
200

0
0
0

200
200
200

0
0
0
0
0
0
0
60
0
0
0
0
0
0
0
0
0
0
0
0
0
0
60
0

100
110
144

(100)
(90)
(56)

335
2,200
336
50
614
2,568
5,768

(335)
0
0
164
(164)
0
0

0
2,200
336
214
450
2,568
5,768

0
120
0
83
3
1,712
1,918

0
2,007
168
206
456
2,568
5,405

500
500
1,000

0
0
0

500
500
1,000

333
3
336

500
0
500

0
0
0

3,886
4,440
8,326

3,886
4,440
8,326

2,960
2,591
5,551

3,886
3,940
7,826

1,000
980
3,525
5,505
18,869

0
(758)
0
(758)
8,327

1,000
222
3,525
4,747
27,196

667
1,000
0
0
2,350 3,525
3,017 4,525
15,457 25,591

0
(193)
(168)
(8)
6
0
(363)
0
0
(500)
(500)
0
0
(500)
(500)
0
0
0
(222)
0
(222)
(1,605)

7. Better Payment Practice Code (BPPC)
The NHS target is 95% of invoices to be paid within 30 days both in terms of value and on number
of invoices. Actual performance for month 8 is shown below:

Month 08 2014/15 ‐ 30th November 2014
Non NHS Creditors
Total bills at the end of the month
Total bills paid within target
Percentage of bills paid within target
NHS Creditors
Total bills at the end of the month
Total bills paid within target
Percentage of bills paid within target

Number

£000's

827
822
99%

5,789
5,792
100%

227
207
91%

29,483
29,431
100%

The NHS creditor achievement target has reduced this month. This is due to the system payment
anomaly. All NHS payments are made on the 15th of each month. If an invoice is received on the
system near to the due date and is not paid then the system records this as failed. The Finance
team and Shared Business Services are working together ensure the system records the
measurement correctly.

The largest area of invoices are received by the CCG are for Continuing Healthcare and an action
plan has been agreed with the CSU. The Finance team and Continuing Healthcare team work
together to validate approve and expedite queries to ensure that the BPPC terms are met.

8. Shared Business Services Balance Sheet Control Report
The CCG receives a monthly balance sheet control account report from NHS SBS (Shared Business
Service). This has been Red/Amber/Green (RAG) rated as green up to Month 7. This provides
additional external assurances of control processes. The month 8 report is not yet available.
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9. Risks and Opportunities
Key risks and mitigations are outlined in the table below:

Item
Risks
General Contract Stances
Paediatric Insulin Pumps
Continuing Healthcare Overtrade and impact
of Personal Health Budgets

Gross
£m

%

1.00
‐

50%
0%

‐

0%

QIPP Red RAG

1.35 100%

QIPP Amber RAG

0.20 100%

NHS Property Services
Charge Exempt Overseas Visitors ( CEOV )

0.90

50%

0.40

50%

0.60

50%

0.40
4.85

50%

Category M Drugs rebasing from NHS England
Contract challenges from Non NHS Providers

Item

Gross
£m

%

Possible
£m

Mitigation

0.50 Contract Monitoring
‐
Embedded in FOT
‐

Embedded in FOT

Relates to QIPP slippage and under
1.35 achievement
Relates to QIPP slippage and under
0.20 achievement
Currently working with NHS PS
0.45 regarding potential risks
Risk that MYHT are not able to identify
0.20 quantum and recharge NHSE
Risk that costs increase cannot be fully
mitigated through direct actions /
0.30 budget review
Risk that identified undertrades are
0.20 challenged
3.20
Possible
£m

Mitigation

Opportunities

Contingency
Excess Non recurrent headroom
Review of Non recurrent Including Local
Authority funds

2.38
0.50

100%
100%

1.60

20%

Quality Premium

0.40

0%

Return of CHC risk share arrangements
4.88
(Headroom)/Shortfall

‐ 0.03
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Other opportunities include quality
premium and partnership with LA in
2.38 accessing resources
0.50
Non recurrent review needs
0.32 crystallising with budget managers.
Need to conclude deployment in
‐
context of overall financial position
National data collection at M8 will
determine rebated element of risk
TBC
pool back to CCG
3.20
(0.00)

10. Other Work Streams
The finance team continue to support a variety of projects including:









Updated capital bids to NHS England
Continuing Health Care forecasts
National Fraud Initiative
Agreement of Balances
Personal Health Budgets
PCT legacy balances clear down
HMRC VAT inspection
Programme Budgeting

11. Recommendation
Members are asked to receive and note the contents of the report.

Elizabeth Goodson,
Commissioning Accountant
09 January 2015
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Recommendation :
It is recommended that the Governing Body receive and note the minutes of the Audit Committee held on 25
September 2014.
Executive Summary:
25 September 2014
















Audit Committee Terms of Reference was presented and amendments were agreed, the Terms of
Reference will be presented for approval at the November Governing Body meeting.
Annual Accounts 2013/14 Confirmation of consolidation and laying before Parliament – letter from Paul
Baumann, NHS England was received stating an unqualified audit opinion on its annual report and accounts.
Copy of the written statement to Parliament was shared confirming the NHSE accounts have been laid
before Parliament.
Annual Audit Letter 2013/14 was shared noting that the CCG had received an unqualified opinion on the
CCG’s 2013/14 financial statements.
Post Balance Sheet Event Letter 2013/14 – CCG following agreement with the External Auditors submitted
a positive return with no events to report.
2014/15 Accounts Planning – planning process is currently being drafted. Proposed dates for submission of
accounts were noted.
Clarification is being sought regarding the process for Accounting and disclosing payments to GPs
Capital Expenditure – NHS England have made £30,000 available for two capital projects for White Rose
House. £132k has also been granted for the GP IT refresh programme, clarification is being sought on what
the accounting treatment of these monies should be.
There have been no Losses and Special Payments made since the Audit Committee meeting on 24 April
2014. There is a £20,000 payment on account in respect of a recent legal claims and the outcome of the
final costs is awaited.
The CCG are taking part in an Audit Commission’s National Fraud Initiative which is a data matching
exercise. The data is to be submitted on 6 October 2014 and the results should be available on 29 January
2015.
The CCG had a routine HMRC VAT compliance visit on 4 August 2014. There were some small issues found
with regard to sponsorship sales invoices resulting in the CCG underpaying VAT by £1,498.71. A larger
amount of £8,443.91 for a staff recharge was also deemed to be subject to VAT. Total underpayment of
£9,942.62 has been paid to HMRC. Processes are now in place to ensure future compliance.
Continuing Health Care Provision Update – provisions were set up at 31 March 2013 for Restitution Claims
and Learning Disability Resettlement Patients. Present indications are that the number of cases and the
average cost per claim is lower than provided for.
Health Service Bodies Auditor Panels – the main provision of the Local Audit and Accountability Act 2014
will come into effect in April 2015, the Act abolishes the Audit Commission from April 2015 and a new public
















audit framework setting the local arrangements for auditing England’s local public bodies including CCGs will
come into place. It was proposed and agreed that the Audit Committee will operate as the CCG Auditor
Panel.
National Audit Office – Funding Healthcare – Making allocations to local areas – a summary of the report
was shared for information.
Payment by Results Data Assurance Framework – Mid Yorkshire Hospitals NHS Trust Admitted patient
care data audit report – the paper outlines the findings from the audit undertaken at MYHT. An action plan
has been agreed and the monitoring and delivery of these recommendations will be undertaken by the
Contract Management Group.
Review of activity classification at Mid Yorkshire Hospitals NHS Trust – areas reviewed were maternity
pathway, day cases, minor trauma and mental health diagnosis. 14 recommendations were included in the
action plan and the monitoring of the delivery of these recommendations will be undertaken by the
Contract Management Group.
Governance Exceptions Report – there have been two declarations under the CCG’s Standard of Business
Conduct and four tender waivers approved during this period.
Policy Update providing details of the current position and the processes in place for regular review of
policies.
Contract Award Update – report presented providing details on the contracts awarded since the Audit
Committee meeting held on 24 April 2014.
Transfer Scheme – the original Transfer Scheme is still in place. Following legal advice sought to identify the
overriding clauses it was noted that any further issues will be raised with Beachcrofts on a case by case
basis.
Internal Audit and Counter Fraud Progress Report was presented noting that the Commissioning Support
Unit assurance audit has now been issued and scoping is underway for planned audits in respect of Contract
Management Quality and Safeguarding.
Summary of the Audit Commission’s National Fraud Initiative Report a briefing document of the report
was shared for information.
External Audit Technical Update was presented highlighting the main technical issues having an impact on
the health sector.
Review of KPMG Statutory Functions – details of the recommendations following the review and their
priority rating were presented. An update where work on the recommendations has already taken place
were shared verbally.
CCG Risk Register Analysis – results of a benchmarking exercise comparing risk registers and the related
review processes across CCGs was share for information.

Agenda item: 20a (i)
NHS Wakefield Clinical Commissioning Group
AUDIT COMMITTEE
Minutes of the meeting held on Thursday 25 September 2014
Present:

Sandra Cheseldine (Chair)
Dr Clive Harries
Dr Adam Sheppard
Rhod Mitchell

Lay Member
Nominated Clinical Member
Nominated Clinical Member
Lay Member

In Attendance:

Nigel Bell
Katherine Bryant
Matt England
Eamonn May
Michelle Marsden
Karen Parkin

West Yorkshire Audit Consortium
Governance & Board Secretary
Head of Contracting and Commercial Strategy
Corporate Financial Accountant
West Yorkshire Audit Consortium
Associate Director Finance, Governance &
Contracting
Minute taker
Chief Finance Officer
Ledger Accountant
KPMG

Angela Peatfield
Andrew Pepper
Julie Taylor
Linda Wild
14/69

Welcome and Chair’s opening remarks
Sandra Cheseldine welcomed Julie Taylor to the meeting.

14/70

Apologies for absence
Apologies for absence were received from Clare Partridge, KPMG

14/71

Minutes of the meeting held on 22 May 2014
The minutes of the meeting held on the 22 May 2014 were approved as an accurate
record.

14/72

Action Sheet from the meeting held on 22 May 2014
The two completed actions were noted.

14/73

Declarations of interest
Sandra Cheseldine invited the meeting to declare any conflicts of interest.
Dr Adam Sheppard and Dr Clive Harries declared an interest in item 14/77 –
Accounting for payments to GPs

14/74

Audit Committee Terms of Reference Review
Katherine Bryant presented the proposed amendments to the Audit Committee Terms
1

of Reference noting that in May 2014 a revised copy of the NHS Audit Committee
Handbook was published by the Healthcare Financial Management Association
(HFMA). West and South Yorkshire and Bassetlaw Commissioning Support Unit have
reviewed the Audit Committee terms of reference against recommendations made in
the NHS Audit Committee Handbook and these findings have been incorporated into
the revised document.
Sandra Cheseldine queried whether the Audit Committee minutes could be shared
with the Governing Body as ‘unapproved’ minutes to ensure they are received in a
timely manner. Following discussion it was agreed to retain the existing wording in the
terms of reference.
Sandra commented that she welcomed the mention of Whistleblowing in the terms of
reference and asked how this would be implemented. Following discussion it was
agreed that this would be discussed further outside of the meeting.
With regard to clinical membership of the group it was agreed that the Audit
Committee will continue to have two clinical members.
Katherine will make the amendments to the Terms of Reference and will share the
final version with Sandra Cheseldine prior to them being presented to the Governing
Body in November for approval.
It was RESOLVED that:
i)

14/75(i)

The Committee considered and agreed the amendments to the Audit
Committee Terms of Reference and following the final version being shared with
the Chair of the Audit Committee they will be presented to the Governing Body in
November for approval

Annual Accounts 2013/14 Confirmation of Consolidation and Laying before
Parliament
Eamonn May presented this paper which included a copy of a letter received from Paul
Baumann, NHS England dated 21 July 2014 which stated that NHS England received an
unqualified audit opinion on its annual report and accounts and thanks were extended
to CCGs for their contributions in meeting the challenging target.
Eamonn also shared a copy of the written statement to Parliament confirming that the
NHSE accounts have been laid before Parliament in accordance with the prescribed
timetable. Included in the paper was a summary of the findings from the Audit
Commission’s review of 2013/14 accounts.
It was RESOLVED that:
i)

the Committee noted the letter from Paul Baumann, the written statement from
the Rt. Hon. Jeremy Hunt MP and the report from the Audit Commission.
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14/75(ii)

Annual Audit Letter 2013/14
Eamonn May presented this paper noting that the CCG had received an unqualified
opinion on the CCG’s 2013/14 financial statements. Linda Wild supported this advising
that it had been a relatively easy audit process. Linda highlighted one amendment on
the paper noting that the Auditor’s fee for audit work was £99k not £90k as stated in
the paper.
It was RESOLVED that:
i)

14/75(iii)

the Committee noted the Annual Audit Letter for 2013/14

Post Balance Sheet Event Letter 2013/14
Eamonn May presented this paper advising that the CCG was able to submit a positive
return with no events to report and this was agreed with the External Auditors.
It was RESOLVED that:
i)

14/76

the Committee noted the Post Balance Sheet Events Letter for 2013/14

2014/15 Accounts Planning
Eamonn May gave a verbal update advising that he had attended an NHS England
meeting earlier this week where it was stated that the 2014/15 accounts planning
process is currently being drafted. NHSE advised that there will be no separate
manual for accounts and it is hoped that the guidance for the accounting process will
be available to CCGs in a timely manner and workshops will be arranged for staff.
The following dates are currently proposed:
23 April 2015 – deadline to submit accounts
29 May 2015 – audited accounts complete
9 July 2015 – accounts laid before Parliament
Eamonn advised that there is a CCG Audit Chair meeting to be held on 27 October
2014 in Manchester.
It was RESOLVED that:
i)

14/77

the Committee noted the verbal update

Accounting for payments to GPs
Andrew Pepper gave a verbal update on this item advising that the process for
accounting and disclosing payments to GPs is currently being progressed with HR
including clarifying the changes for employers superannuation and how these changes
will be implemented.
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Linda Wild confirmed that KPMG have no further knowledge regarding this issue at
present but Linda advised that she will speak with the KPMG Technical Team to see
whether there is any guidance they can share.
It was RESOLVED that:
i)
14/78

the Committee noted the verbal update

Capital Expenditure
Karen Parkin presented this paper confirming that NHS England have made monies
available to the CCG for capital projects for White Rose House. Karen informed the
Committee that following discussions with the external auditors this will be capitalised
and depreciated over the term of the lease.
£132k has also been granted for the GP IT refresh programme. At present there is
some uncertainty as to what the accounting treatment of these monies should be and
the external auditors are to raise with their Technical Team and the CCG has also asked
NHS England for clarification.
A discussion followed and Dr Clive Harries queried why the money for the GP IT refresh
programme cannot be given to the CCG and Linda Wild responded regarding
accounting rules. Dr Harries expressed his concern regarding this situation and the
complex process incurred.
It was RESOLVED that:
i)

14/79

the Committee noted the report

Losses and Special Payments Update
Karen Parkin presented this paper advising that there have been no losses or special
payments since the Audit Committee meeting held on 24 April 2014, save for the
previously reported loss.
Karen advised that there is a £20,000 payment on account in respect of a recent legal
claim and the outcome of the final costs is awaited, noting that this payment would be
deducted from the final bill.
It was RESOLVED that:
i)

14/80

the Committee noted the report

National Fraud Initiative 2014/15
Eamonn May presented this paper advising that the Audit Commission’s National
Fraud Initiative (NFI) is a data matching exercise. This is not a compulsory exercise but
the CCG is taking part as it is considered to be best custom and practice to do so, the
cost to the CCG will be £1,000.
The exercise for CCGs comprises of payroll and trade creditors’ payment history and
trade creditors’ standing data. The CCG will be liaising closely with the Local Counter
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Fraud Specialist throughout the whole exercise.
The data is to be submitted on 6 October 2014 and the results should be available on
29 January 2015. Any issues raised will be reported to the Audit Committee.
It was RESOLVED that:
i)
14/81

the Committee noted the processes outlined

HMRC VAT compliance visit
Eamonn May presented this paper advising that the CCG had a routine HMRC VAT
compliance visit on 4 August 2014. The reason for the visit was to check the CCG’s VAT
returns and records and the systems the CCG have in place to record all VAT
transactions.
It was noted that there were some small issues found with regard to sponsorship sales
invoices raised to drugs companies and recharges resulting in the CCG having
underpaid VAT of £1,498.71.
A larger amount of £8,443.91 for a staff recharge to Wakefield Council was deemed to
be subject to VAT. Therefore the total underpayment of £9,942.62 has been paid to
HMRC by adjusting the CCG’s next VAT return but reclaimed by the raising of VAT only
invoices. It was noted that processes have been put in place to ensure future
compliance.
A discussion followed regarding the matter of staff recharges on this basis and it was
agreed that the details of this issue would be shared with Linda Wild and she would
request the KPMG taxation team to consider the detail.
It was RESOLVED that:
i) the Committee noted the HMRC’s report and the assurance given;
ii) noted the underpayments made; and
iii) the processes in place to ensure VAT compliance.

14/82

Continuing Health Care Provision Update
Karen Parkin presented this paper advising that provisions were set up at 31 March
2013 for Restitution Claims and Learning Disability Resettlement Patients. Present
indications are that the number of cases and the average cost per claim is lower than
provided for which may affect the assessment of the provision.
Karen advised that from 1 March 2014 the 2013 CHC provision has been transferred to
NHS England and a further provision was established at March 2014 to cover 2013/14
cases. The values for these calculations and how much has been spent to date was
provided.
Since 1 April 2014 NHS England has been asking CCGs to provide case details to NHS
England so cash payment can be made. However, the additional review steps
introduced have resulted nationally in delayed payments. In order to address this
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payments for all the cases found to be eligible after 22 May 2014 up to the point at
which risk pool arrangements are finalised, will be made by the CCGs. The CCG will
then defray those costs against the risk pool contributions.
Andrew Pepper advised that NHS England are considering revising the risk pool
contribution arrangements so they are based on previously assessed provision rather
than population. A discussion followed and Sandra Cheseldine raised a concern that
the new arrangements seem to involve the CCG paying twice.
It was RESOLVED that:
i)
14/83

the Committee noted the processes outlined

Health Service Bodies Auditor Panels
Karen Parkin presented this paper advising of the new arrangements for Health Service
Bodies Auditor Panels. The main provisions of the Local Audit and Accountability Act
2014 will come into effect in April 2015. It was noted that the Act abolishes the Audit
Commission from April 2015, transfers its residual functions and establishes a new
public audit framework setting the local arrangements for auditing England’s local
public bodies including CCGs.
The most likely date for CCGs taking on their selection and appointment
responsibilities is for the audit year 2017/18 noting that the current audit contracts
established by the Audit Commission run until this date. It is proposed that the CCG
Audit Committee will operate as the CCG Auditor Panel and the regulations will set out
provisions for the new constitutional requirements focusing on the auditor panel’s
(Audit Committee) membership and independence.
It was RESOLVED that:
i)

14/84

the Committee noted the new arrangements for Health Bodies Auditor Panels

National Audit Office – Funding Healthcare – Making allocations to local areas
Eamonn May presented this paper providing a summary of the National Audit Office
report on Funding healthcare : Making allocations to local areas.
The Department of Health and NHS England make annual allocations to local
commissioners and the amount of funding that individual commissioners are allocated
is calculated using ‘funding formulae’ that apportion the total funds available.
It was RESOLVED that:
i)

14/85

the Committee noted the report

Payment by Results Data Assurance Framework – MYHT Admitted Patient Care Data
Audit Report
Matt England attended the meeting to present this report outlining the findings from
the audit undertaken at MYHT. The audit found errors in coding relating to conflicts
between the documentation and the coding.
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An action plan has been agreed detailing four recommended actions and it was noted
that this process is to be managed by commissioners and providers. The monitoring of
the delivery of these recommendations will be undertaken within the routine Contract
Management Group meeting.
It was acknowledged that improvements in coding have already taken place and this
was good news.
It was RESOLVED that:
i)
14/86

the Committee noted the report

Review of Activity Classification at Mid Yorkshire Hospitals NHS Trust
Matt England presented this report advising that the CCG in conjunction with MYHT
commissioned Capita to provide an independent review for selected areas to
determine whether data reflects patient care and that payment is correct under
2013/14 PBR rules.
The areas reviewed were maternity pathway, day cases, minor trauma and mental
health diagnosis. The review examined data recorded at each stage of the services
against national guidance.
It was noted that there are 14 recommendations included in the action plan and this
process is to be managed by commissioners and providers. The monitoring of the
delivery of these recommendations will be undertaken within the routine Contract
Management Group meeting.
It was noted that some cases which are currently being treated as day cases could in
fact be treated as outpatient cases. A discussion took place and it was acknowledged
that correct coding would be addressed during the contract negotiations for the
2015/16.
It was RESOLVED that:
i)

14/87

the Committee noted the report

Governance Exceptions Report
Katherine Bryant presented this report advising that since the Audit Committee
meeting on 24 April 2014 there have been two declarations under the CCG’s Standard
of Business Conduct. There have been no suspension of Standing Orders and the
CCG’s seal has not been used to execute any documents. It was noted that there have
been four tender waivers approved during this period.
Katherine gave a verbal update regarding rebate schemes and confirmed that one has
been approved and two have been approved internally but no contract signed yet.
Further details will be provided in December 2014.
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Sandra Cheseldine referred to the Tender Waiver information and requested that
future reports include the tender waiver categories from the Operating Scheme of
Delegation. Sandra also requested that future reports include further background
information on why the tender waiver has been requested.
It was RESOLVED that:
i)

14/88

the Committee noted the report and the governance control exceptions detailed
in relation to Standards of Business Conduct declarations, Use of the CCG’s seal,
Waiver of the Standing Orders exception report and Quotation and Tender
Waiver exceptions

Policy Update
Katherine Bryant presented this report providing details of the current position
regarding CCG policies and procedures and outlining the process for their regular
review.
It was acknowledged that although the Audit Committee do not have a role in
approving policies, the paper seeks to provide assurance that the organisation has a
robust management and review process in place.
As there are several policies with an outstanding review date it was agreed that a
further update will be presented at the December meeting.
It was RESOLVED that:
i)

14/89

the Committee noted the policy update

KPMG Statutory Functions
This was discussed as part of item 14/94(iii)

14/90

Contract Award Update
Matt England presented this report providing an update on the contracts awarded
since the Audit Committee meeting on 24 April 2014.
It was noted that some of the contracts managed by the West and South Yorkshire and
Bassetlaw Commissioning Support Unit and some acute provider contracts which are
led by another host CCG have not yet been signed. The position is being closely
monitored.
It was RESOLVED that:
i)

14/91

the Committee noted the update

Transfer Scheme
Andrew Pepper gave a verbal update on the Transfer Scheme advising that following
previous papers presented to Audit Committee the Original Transfer Scheme is still in
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place.
Andrew confirmed that legal advice from Beachcrofts has been sought to identify the
overriding clauses and only a few queries are still outstanding. It was noted that
outstanding queries will now be handled with advice from Beachcrofts on a case by
case basis. Andrew proposed that this issue is materially resolved.
Following discussion the update was acknowledged and it was agreed that the
Transfer Scheme would not be reported again to the Audit Committee unless
considered necessary.
It was RESOLVED that:
i)
14/92(i)

the Committee noted the verbal update

Internal Audit and Counter Fraud Progress Report
Michelle Marsden presented this report advising that the Commissioning Support Unit
(CSU) Assurance Audit has now been issued and scoping is underway for planned
audits in respect of Contract Management Quality and Safeguarding. It was noted that
the CSU Assurance Audit has been undertaken using the Service Auditor report issued
by Deloitte, the objective of the review was to ensure that assurance provided is
adequate in relation to the service areas relevant to the CCG. Michelle confirmed that
the CSU have completed a rectification plan.
A discussion took place and it was noted that this audit refers to only a small part of
the CSU contract. Andrew Pepper commented that if the CCG were not satisfied with
any particular service provided by the CSU the CCG could consider serving notice on an
individual function.
Michelle advised that the follow up report in respect of the recommendations made in
Payment Verification report would be available earlier than the date shown in the
progress report.
It was RESOLVED that:
i)

14/92(ii)

the Committee noted the progress report

Summary of the Audit Commission’s National Fraud Initiative Report
Michelle Marsden presented a briefing document for NHS Wakefield CCG in respect of
the National Fraud Initiative national report published in June 2014 for information.
It was RESOLVED that:
i)

14/93(i)

the Committee noted the NFI briefing document

External Audit – Annual Audit Letter 2013/14
This item was covered as part of item 14/75(ii).
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14/93(ii)

External Audit Technical Update
Linda Wild presented the External Audit Technical Update which highlights the main
technical issues which are currently having an impact on the health sector.
It was RESOLVED that:
i)

14/94(iii)

the Committee noted the update

Review of KPMG Statutory Functions
Linda Wild presented the Review of Statutory Functions which included details of the
recommendations and their priority rating.
Katherine Bryant gave a verbal update on the following areas for improvement
 Work is ongoing to strengthen the assurance regarding partnership work
undertaken by the CCG.
 Work is underway to map the Boards and groups that the Governing Body
members sit on and the most appropriate way to share minutes of meetings.
Following the set up of the intranet this could be a good way of accessing
minutes and related information.
It was RESOLVED that:
i)

14/95(iv)

the Committee noted the report

CCG Risk Register Analysis
Linda Wild presented this report which details a benchmarking exercise comparing risk
registers and the related review processes across CCGs, the risk registers of 49 CCGs
were reviewed.
It was acknowledged that CCGs have different risk management processes.
It was RESOLVED that:
i)

14/96

the Committee noted the report

Any other business
No other business was discussed.

14/97

Date and time of next meeting
Tuesday, 16 December 2014, 2.00 to 4.00 pm, Boardroom, White Rose House.
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16 October 2014












Revised Integrated Governance Committee Terms of Reference ‐ recommend to Governing Body for
approval.
Deep Dive on Quality Impact Assessment process.
Integrated Quality and Performance Report presented noting :
o A&E 4 hour performance has improved and the ambulance response time targets have failed to be
achieved, regular scrutiny of the recovery plan continues.
o The future model of the Improving Access to Psychological Therapies service is being considered as part
of the Mental Health Transformation Programme.
o The Cancer two week wait from urgent GP referral to first outpatient appointment target was not met.
o Cancer 62 day wait from urgent GP referral to first treatment was not met.
o Update on 18 week Referral to Treatment Waiting Times noting that it will be a challenge for MYHT to
meet the target on an ongoing basis from the end of November.
o First staff Friends and Family Test (FFT) results have been published with MYHT having the 11th lowest
score for recommending their organisation as a place to received treatment. This contrasts with the
patient FFT in which 94% of patients consistently recommend MYHT services.
o Care Quality Commission has undertaken a follow up inspection of Yorkshire Ambulance Service who
were found to now be compliant with the management of medicines standard.
Quarter One Continuing Health Care report presented. The team continue to work closely with the Local
Authority to ensure that joint funded placements and packages of care represent value for. A data cleanse
of systems has been undertaken and a project plan is being developed.
Standards of Business Conduct and Hospitality Policy was approved.
Joint Working and Sponsorship policy was approved subject to minor amendments following clarification of
some aspects of the policy.
Health and Safety policy approved.
Finance Report Month 6 presented noting:
o Year to date surplus of £3,253k and the forecast year end position is in line with plan at £6,505k.
o Key Focus Area was on Programme Budgeting noting that NHS England requires the CCG to submit an
annual Programme Budgeting return which is based on CCG expenditure for 2013/14, the final
submission date is 31 October 2014.
Service Re‐Procurement – details of reviews undertaken:

o Minor Hand Surgery and Treatment Service: approved procurement under AQP for 2 years 6 months with
an option to extend for one year in six monthly blocks and
o Direct Access Non‐obstetric Ultrasound: approved procurement under AQP for three years with an
option to extend for one year in six monthly blocks.
 Contract Governance and Assurance report presented noting that some progress has been made regarding
provider management. A position statement has been requested to confirm which providers have
submitted CQUIN returns in 2013/14 together with a position statement on all 2013/14 invoices and
reconciliations transacted.
 Individual Funding Requests update presented noting there have been 237 requests submitted through the
IFR process between April and August 2014. There are 123 cases pending and confirmation of the date of
the latest pending case will be advised.
 2013/14 Patient and Public Engagement Report presented and welcomed by members of the committee.
20 November 2014
 Deep Dive on Stroke and Transient Ischaemic Attack (TIA) Services.
 Integrated Quality and Performance Report presented noting:
o The Acute Trust and Ambulance turnaround targets continue to fail to meet the required standard.
Yorkshire Ambulance Service Category A(Red1) and Category A(Red2) 8 minute response times failed to
meet the operational standard for the period and year to date;
o Improving access to psychological therapies performance has improved compared to the Q1 position,
but continues to be below the required standard;
o Cancer 2 week waits from urgent GP referral has failed the standard for the second consecutive month
and has failed the cumulative Quarter 2 position for MYHT. The CCG has failed to meet the monthly
position for 31 day cancer waiting times for surgery;
o The CCG has reported one over 52 week wait for incomplete pathways during the current period, MYHT
have reported two during the same period;
o Referral to Treatment is in line with recovery plan and is expected to be achieved by December
o One MRSA case reported in September which was assigned to the CCG, the first to be assigned to the
CCG in 2014/15.
 Personal Health Budget Policy was presented and discussed. Amendments were noted and it was agreed
that the policy would be re‐presented for approval at the December 2014 Integrated Governance
Committee meeting.
 Development and Management of Policy, Procedures and Guidance document policy was approved.
 Incident Report Quarter 2 2014/15 Report presented noting there were 16 incidents reported during the
period, nine of which related to information governance issues.
 Risk Register presented noting as of 11 November 2014 there were 54 risks on the risk register.
 Health and Safety report for quarter two was presented.
 Complaints Procedure approved.
 Fire Safety Policy approved.
 Joint Working and Sponsorship Policy approved.
 Finance Report Month 7 report was presented noting a year to date surplus of £3,795k and the forecast
year end position is in line with plan at £6,505k. The key focus area in this report was Continuing Health
Care noting that Adults Continuing Care is overtrading and Children’s Complex Care is overspending and is
forecast to be significantly overspent at year end.
 A progress update of the 2014 Service Reviews was presented.
 A verbal update in relation to Urgent Transport Procurement was given and it was agreed that further
discussions will take place between the Chief Finance Officer and the Chair of the Audit Committee and an
update will be provided at the December Integrated Governance Committee meeting.
 Business Continuity Update was presented noting that the Winter Plan was tested through a table top
exercise and the gaps identified are being followed up and monitored. A further test will be undertaken
before the Christmas period to ensure the on call and communication cascade work effectively.

Agenda item: 20b (i)
NHS Wakefield Clinical Commissioning Group
INTEGRATED GOVERNANCE COMMITTEE
Minutes of the Meeting held on 16 October 2014
Present:

Rhod Mitchell (Chair)
Dr Phillip Earnshaw
Dr David Brown
Jo Webster
Andrew Pepper

Lay Member
Nominated Clinical Member
Nominated Clinical Member
Chief Officer
Chief Finance Officer

In Attendance:

Sandra Cheseldine
Sharon Fox
Karen Parkin

Lay Member
Governing Body Nurse
Associate Director of Finance,
Governance and Contracting
Governance and Board Secretary
Head of Contracting and Commercial
Strategy (14/270 )
Performance and Planning Manager
(14/270)
Quality Manager (14/269, 14/270)
Quality Co‐ordinator (14/269)
Debbie Morton, Associate Director and
Lead Nurse – NYHCSU (14/271)
Commissioning Manager Continuing
Care – NYHCSU (14/271)
Head of Medicines Optimisation
(14/273)
Head of Specialist Advice, Health &
Safety ‐ NYHCSU (14/274)
Head of Service Development and
Transformation (14/276)
Senior Associate Project and
Programmes – NYHCSU (14/276)
Head of Individual Funding Requests –
NYHCSU (14/278)
Engagement Manager – NYHCSU
(14/279)
Minute taker

Katherine Bryant
Matt England
Luke Streeting
Valerie Aguirregoicoa
Andrew Singleton
Debbie Morton
Kath Ryan
Joanne Fitzpatrick
Ruth Nutbrown
Linda Driver
Sian Registe
Allison Ball
Dasa Farmer
Angela Peatfield
14/263

Apologies for Absence
Apologies for absence were received from Dr Avijit Biswas, Stephen Hardy and
Jo Pollard.

14/264

Declarations of Interest
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Dr Phil Earnshaw and Dr David Brown declared an interest in respect of agenda
item 10(i) – Service Re‐Procurement.
Sandra Cheseldine declared an interest in respect of agenda item 10(iii).
14/265

Minutes of the Meeting held on 18 September 2014
The minutes of the meeting held on 18 September 2014 were approved as an
accurate record with one amendment. It was noted that in respect of Sandra
Cheseldine’s declaration of interest, Sandra was Vice Chair of Citizens Advice at
the time of the 18 September meeting.

14/266

Action Sheet from the Meeting held on 18 September 2014
14/233 Integrated Quality and Performance Report – September 2014
Dr David Brown queried whether the scope for the cancer pathway audit was minuted.
The action is minuted under 14/233 Integrated Quality and Performance Report, page
3. Dr Brown commented that the completion date on the action sheet states
November and he had expected it to be completed earlier.
14/241 – WRH Lease and Service Agreements
Katherine Bryant advised the costs of comparable property had been sourced and
advised that compared to a similar site, White Rose House currently offered value for
money.
The re‐furbishment of White Rose House has now been further discussed with NHS
Property Services and is being progressed.

14/267

Matters Arising
There were no matters arising.

14/268

Integrated Governance Committee Revised Terms of Reference
Katherine Bryant presented the revised Integrated Governance Committee
Terms of Reference incorporating the suggestions made by members at the
September meeting.
It was RESOLVED that:
i)

14/269

the Committee endorsed the revised Terms of Reference and
recommended they are presented to the Governing Body for approval

Deep Dive – Quality Impact Assessment (QIA) process
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Valerie Aguirregoicoa and Andrew Singleton attended the meeting to explain
the Quality Impact Assessment process and revised documentation.
During 2013/14 the Quality Team developed a QIA tool to help identify the
potential impacts on quality (positive or negative) of any proposed change to
the way services are commissioned, decommissioned and/or delivered e.g. as
part of the QIPP programme, service review, service transformation or
procurement. The process has recently been refined following reflection on
the first year of use.
Valerie commented that the completion of the QIA at the start of a
project/programme would assist in identifying potential risks to quality of any
proposed changes and enable mitigating actions to be considered early on in
the project cycle. A copy of the QIA template and details of a previously
completed QIA were shared for information.
Rhod Mitchell asked how patient views were integrated into the process.
Valerie advised that there is regular patient engagement and any patient
findings from national audit surveys or benchmarking are included. There is
also a Quality Intelligence Group meeting where such information is shared.
A discussion followed and it was acknowledged that quality indicators need to
be agreed to enable quality to be measured. Dr David Brown raised the issue
of privacy impact and it was agreed that Valerie would discuss this further with
Dr Brown outside of the meeting to consider how this could be further
documented as part of the process.
Rhod Mitchell queried how the document links with the Risk Register and
Valerie confirmed that the project manager would be responsible for adding
any relevant risks to the Risk Register. Jo Webster advised that as part of
embedding quality and risk within the organisation and to improve the Risk
Register process the Executive Team will be reviewing the Risk Register
together as a team, as well as on an individual basis.
It was RESOLVED that:
i)

14/270

the Committee noted the new Quality Impact Assessment process
and revised documentation

Integrated Quality and Performance Report
Matt England, Luke Streeting and Valerie Aguirregoicoa presented this report
providing an update on the position in relation to Quality and Performance and
highlighted key exceptions and successes.
Matt highlighted that A&E 4 hour performance has improved and the
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ambulance response time targets have failed to be achieved, regular scrutiny of
the recovery plan continues.
Luke Streeting updated the Committee on the Improving Access to
Psychological Therapies (IAPT) advising that the locally agreed national target is
15% by Q4. Current performance achieved to date is 11.2%. The future model
of the IAPT service is being considered as part of the Mental Health
Transformation Programme and monthly contract management meetings are
taking place with a revised performance reporting structure. A discussion
followed and Phil Earnshaw proposed that discussions should take place at
Clinical Cabinet to consider how the service can be improved. Sandra
Cheseldine raised a concern regarding the lengthy waiting list in respect of
referrals to the Well Women Centre and whether the criteria for referral to
Right Steps requires review. It was agreed that an update will provided at the
November IGC meeting.
The Cancer 2 week wait from urgent GP referral to first outpatient
appointment target was not met. The Cancer 62 day wait from urgent GP
referral to first definitive treatment target was also not met. It was agreed that
as part of improving the quality of the patient journey the total pathway
requires review.
Matt provided an update on the 18 week Referral to Treatment Waiting Times
advising that the CCG has worked with Mid Yorkshire Hospitals NHS Trust
(MYHT) in utilising System Resilience funding to accelerate the performance
improvements in September. NHS England has continued the programme of
work through until the end of November with the clear expectation that all
targets in all specialities will be met. Following discussion it was acknowledged
that it will be a challenge for MYHT to meet this target noting that there will be
penalties incurred if the target is not achieved on an ongoing basis from the
end of November.
Valerie Aguirregoicoa advised that MYHT had reported a never event in
September stating that there had been no patient harm, this is the second
never event reported in 12 months.
NHS England have published Staff Friends and Family Test (FFT) results for the
period April 2014 to June 2014. This is the first staff FFT results published,
MYHT has the 11th lowest score for recommending their organisation as a place
to receive treatment. This contrasts with the patient FFT in which 94% of
patients consistently recommend MYHT services.
Val reported that the Tieve Tara practice was inspected by the CQC and was
judged to be compliant. It was also reported that the CQC had undertaken a
follow up inspection of Yorkshire Ambulance Service who were found to now
be compliant with the management of medicines standard.
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It was RESOLVED that:
i)
ii)
14/271

the Committee noted the current performance against the CCG strategic
objectives and Quality; and
approved the actions being taken to address areas of performance.

Continuing Health Care
Debbie Morton and Kath Ryan attended the meeting to present the Continuing
Care Quarter One report detailing information on financial and activity
performance together with details of current areas of significance. The report
does not include the usual national and regional comparative data as this has
not yet been made available by NHS England.
It was noted that the Continuing Care Team will continue to work closely with
the Local Authority to ensure that joint funded placements and packages of
care represent value for money and this work will be more clinically focussed
under the new leadership and clinical direction. Sharon Fox queried what
education and clinical supervision the staff would receive and Debbie
confirmed that a rolling programme of training has been developed to provide
clinical supervision and training for staff.
Debbie advised that a data cleanse of systems was undertaken to identify the
current position regarding overdue reviews and this is being monitored on a
weekly basis. A project plan is being developed and it is anticipated that this
will be completed by November 2014. A discussion followed and Debbie
confirmed that 43% of cases have an out of date review and will be given
priority in the action plan being developed. Jo Webster commented this was a
concern and Debbie advised the situation is being monitored on a weekly basis
and a reduction of 2% has been made with additional non‐recurrent resource
identified to support the process. Andrew Pepper commented that following
the agreement of an action plan this will support an improved process for
2015/16 and it would be helpful if the overdue cases were RAG rated. It was
agreed that Debbie would provide an updated Q2 report to include a more
detailed breakdown and present this at the December IGC meeting.
It was RESOLVED that:
i)

14/272

the Committee noted the content of this report

Standards of Business Conduct and Hospitality Policy
Katherine Bryant presented this revised policy advising that it has been
updated to reflect the new Joint Working and Sponsorship policy and therefore
references to sponsorship of the CCG have been removed.
Katherine also advised that references to bribery, fraud and corruption have
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been amended noting that an Anti‐Bribery Fraud and Corruption Policy was
approved by the Integrated Governance Committee in July 2013. The CCG’s
Local Counter Fraud Specialist has been consulted and supports all of the
proposed changes.
A discussion followed and a query was raised regarding the receipt of vouchers
by CCG staff from external organisations, it was agreed this would be discussed
further outside of the meeting.
It was RESOLVED that:
i)
14/273

the Committee approved the Standards of Business Conduct Policy

Joint Working and Sponsorship Policy
Joanne Fitzpatrick attended the meeting to present this policy advising that the
aim of the policy is to assist anyone working for or on behalf of NHS Wakefield
CCG business in determining when a joint working arrangement or commercial
sponsorship is appropriate. The policy includes a flowchart detailing the
process for approval of joint working and the application process.
A discussion followed and Sandra Cheseldine sought assurance that any monies
spent were in accordance with the Scheme of Delegation and also requested
clarity on the decision making process. It was agreed that Sandra would meet
with Andrew Pepper, Joanne Fitzpatrick and Katherine Bryant to answer these
queries.
It was RESOLVED that:
i)

14/274

The Committee approved the policy subject to any amendments agreed
following the meeting to be arranged with the individuals named above

Health and Safety Policy
Ruth Nutbrown attended the meeting to present the revised Health and Safety
policy confirming that a meeting had already taken place with Jo Webster and
Commissioning Support Health and Safety advisors to discuss the revised policy
and the policy has also been through staff consultation. It was noted that the
Health and Safety Executive recommended format has been used.
One slight amendment to the policy was highlighted, the acronym for South
West Yorkshire Partnership NHS Foundation Trust should be amended to read
SWYPFT.
It was RESOLVED that:
i)

The Committee approved the policy
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14/275

Finance Report Month 6
Karen Parkin presented the month 6 Finance Report noting that the CCG has a
year to date surplus of £3,253k and the forecast year end position is in line with
plan at £6,505k. Karen confirmed that all key performance targets are green,
with the exception of recurring full year QIPP delivery and year to date activity
trends all of which are showing red.
This month’s Key Focus Area is on Programme Budgeting. NHS England
requires CCGs to submit an annual Programme Budgeting return which is based
on CCG expenditure for 2013/14. The final submission date is 31 October 2014.
To ensure this is a collaborative process, clinical leads and commissioners will
be engaged in reviewing the results before final submission to ensure the
return reflects the business of the CCG. It was acknowledged that this return
should not be viewed as a purely financial submission but also as a
commissioning decision making tool.
Dr Phil Earnshaw raised the issue of the overspend in prescribing costs of two
practices. Following discussion it was agreed that Joanne Fitzpatrick, Head of
Medicines Optimisation would be invited to discuss this issue in detail at a
future Executive Team meeting and consider how to take this forward on a
formal basis.
It was RESOLVED that:
i)

14/276

the Committee received and noted the contents of the report

Service Re‐Procurement
Linda Driver and Sian Registe attended the meeting to present this paper
updating the Committee on the phase two rapid service reviews and plans for
phase three reviews.
Details of the reviews undertaken in respect of Minor Hand Surgery and
Treatment Service and Direct Access Non‐obstetric Ultrasound were provided
including the recommended procurement options using the Any Qualified
Provider arrangement. It was acknowledged that the outcomes and
recommendations relating to the clinical aspects of these services were
appraised at a recent Clinical Cabinet meeting.
Rhod Mitchell queried the length of contract in respect of the Direct Access
Non‐obstetric Ultrasound service and following discussion it was agreed that
the contract would initially be awarded for three years.

It was RESOLVED that:
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i)

the Committee noted the progress with the second phase of rapid service
reviews and plans for the third phase;
ii) approved the procurement options as follows
 Minor Hand Surgery and Treatment service – procure under AQP for 2
years 6 months with an option to extend for 1 year in 6 monthly blocks
 Direct Access Non‐obstetric Ultrasound – procure under AQP for 3 years
with an option to extend for 1 year in 6 monthly blocks
14/277

Contract Governance and Assurance
Matt England attended the meeting to present this report providing an update
on contracts awarded, varied and notices served.
Following discussions it was noted that some progress has been made
regarding provider management and the following information has been
requested including a position statement to confirm which providers have
submitted CQUIN returns in 2013/14 together with a position statement on all
2013/14 invoices and reconciliations transacted. In addition, the CCG has
escalated the production of quarter 1 activity and finance reconciliations.
Matt advised that the CCG have been requested to submit returns to Monitor
in respect of Marginal Rate Emergency Threshold and Local Price Variations and
this information will be published on their website. This had been submitted
within required timescales and Matt described that he felt further discussion
with Monitor may be necessary to clarify some of the submission details. The
CCG is engaging with Monitor to be involved in the early work to redesign the
emergency and urgent care payment system.
It was RESOLVED that:
i)

14/278

the Committee noted the update

Individual Funding Requests Update
Allison Ball attended the meeting to present the Individual Funding Requests
report for Q1 and Q2. The report highlighted that there have been 237
requests submitted through the IFR process between April and August 2014
with the highest number of requests (88 cases) being received in respect of
Cosmetic Surgery. Allison noted a number of requests had been received
regarding ‘open’ MRI scanners for patients who suffer from Claustrophobia.
A discussion followed and Sandra Cheseldine highlighted that there are
problems with the service at present Sandra advised that less than 20% of the
requests received are not on the appropriate request form. Also, there is
frequently inadequate information provided to the IFR panel to enable them to
review the request adequately.
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Jo Webster referred to the 123 cases pending and asked Allison to confirm
what the date is of the latest pending case. Allison agreed to send this
information to Jo.
Jo Webster agreed to discuss the issues with Jo Pollard and Allison agreed to
develop an improvement plan and share this with Jo Pollard.
It was RESOLVED that:
i)
14/279

the Committee noted the update report

2013/14 Patient and Public Engagement Report
Dasa Farmer attended the meeting to present this report which includes
information on consultations and engagement activity that was undertaken and
completed during 2013/14, including those started before 1 April 2013 and any
started during the period of this report but not yet completed.
Details of some of the engagement activity planned for 2014/15 is also included
in the report.
Jo Webster commented that the report was well written and acknowledged
that the work undertaken supports such projects as service reviews and the GP
networks.
Dasa confirmed that the report is to be presented at the Governing Body
meeting on 11 November and it is proposed that the presentation will include
some patient stories.
It was RESOLVED that:
i)

14/280

the Committee noted the report and acknowledged the range of public
engagement activities planned and taking place during 2014/15

Minutes of meetings
The minutes of the following meetings were shared for information:
(i)

Mid Yorkshire Hospitals NHS Trust Executive Quality Board – minutes of
meeting held on 11 September 2014

(ii) Mid Yorkshire Hospitals NHS Trust Executive Contract Board – minutes of
meeting held on 14 August 2014
(iii) South West Yorkshire Partnership Foundation Trust Quality Board –
minutes of meeting held on 1 September 2014
(iv) Quality Intelligence Group – minutes of meeting held on 16 September
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2014
(v) Urgent Care Group – minutes of meetings held on 21 August 2014
(vi) Yorkshire Ambulance Collaborative Commissioning Group Contract
Management Board – minutes of meeting held on 27 August 2014
(vii) NHS111 West Yorkshire Clinical Quality Group – minutes of meeting held
on 9 September 2014
14/281

YAS 999 Commissioning News – September 2014
This bulletin was shared for information.

14/282

Consider future topics for Deep Dive
Suggestions included Continuing Health Care, Individual Funding Review and
Improving Access to Psychological Therapies.

14/283

Any other business
Katherine Bryant confirmed that following a discussion with Rhod Mitchell it is
suggested that as there are a number of revised policies requiring review and
approval it is proposed that two sub groups are scheduled to review the
policies in detail prior to recommending approval by the Integrated
Governance Committee.
Volunteers were requested and the following expressed an interest in taking
part; Jo Webster, Rhod Mitchell, Andrew Pepper, Dr David Brown and Sandra
Cheseldine.

14/284

Date and time of next meeting:
Thursday, 20 November 2014, 2.00 to 5.00 pm in the Seminar Room, White
Rose House.
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Agenda item: 20b (ii)
NHS Wakefield Clinical Commissioning Group
INTEGRATED GOVERNANCE COMMITTEE
Minutes of the Meeting held on 20 November 2014
Present:

Rhod Mitchell (Chair)
Stephen Hardy
Dr Phillip Earnshaw
Dr David Brown
Dr Avijit Biswas
Andrew Pepper
Jo Pollard
Sharon Fox

Lay Member
Lay Member
Nominated Clinical Member
Nominated Clinical Member
Nominated Clinical Member
Chief Finance Officer
Chief of Service Delivery and Quality
Governing Body Nurse

In Attendance:

Sandra Cheseldine
Karen Parkin

Lay Member
Associate Director of Finance,
Governance and Contracting
Governance and Board Secretary
MYHT Consultant (14/298)
MYHT Patient Services Manager
(14/298)
Head of Contracting and Commercial
Strategy (14/299)
Head of Quality and Engagement
(14/299)
Quality Manager (14/300)
Senior Associate Governance & Risk –
YHCS (14/302, 14/303, 14/304)
Interim Complaints Manager (14/305)
Fire Safety Advisor (14/306
Head of Medicines Optimisation
(14/307)
Head of Service Development and
Transformation (14/276)
Senior Associate Project and
Programmes – YHCS (14/276)
Minute taker

Katherine Bryant
Dr Mark Lewis
Sarah Clarkson
Matt England
Laura Elliott
Toni Smith
Adam Bassett
Lorne Thomson
Ian Cass
Joanne Fitzpatrick
Linda Driver
Sian Registe
Angela Peatfield
14/293

Apologies for Absence
Apologies for absence were received from Jo Webster.

14/294

Declarations of Interest
No declarations of interest were declared.
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14/295

Minutes of the Meeting held on 16 October 2014
The minutes of the meeting held on 16 October 2014 were approved as an
accurate record.

14/296

Action Sheet from the Meeting held on 16 October 2014
14/234 – Winterbourne Update Report
Jo Pollard gave an update and explained that the actions are regarding separate issues
and the first action does not relate to the Winterbourne Update Report.
Jo confirmed that 37 practices in the Wakefield area have a DES in place and Chris
Makin, job title Senior Commissioning Manager , is working with practices to ensure all
health checks have been completed. A report will be presented to the Integrated
Governance Committee in January 2015.
With regard to the timescales for health checks completed out of area, Chris Makin is
currently investigating the latest position. Jo confirmed that 30 individuals have had a
health check over the previous 12 months and they are on a rolling programme.
Sharon Fox advised that a letter had been sent to CCGs out of area to highlight the
issue and request their support in progressing the matter. It was acknowledged that
this was a national issue.

14/297

Matters Arising
There were no matters arising.

14/298

Deep Dive – Stroke and Transient Ischaemic Attack (TIA) Services
Dr Mark Lewis and Sarah Clarkson attended the meeting to give an update on
the current position of the Stroke and TIA Services at MYHT. Mark shared an
updated copy of the SSNAP scoring summary for the period April to June 2014.
A discussion took place and the following areas were discussed:
Patient Transfer
Following a staff organisational audit undertaken in September it was
highlighted that improved communication from the Yorkshire Ambulance
Service when a patient is on route to the hospital would be beneficial.
Speech and Language Therapists
It was noted that there are not enough Speech and Language Therapists and a
Business Case is currently being drafted to consider how numbers could be
improved. Dr Phil Earnshaw commented that for the Trust to keep the
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Hyperacute Stroke Service there needs to be investment in staff.
Strategic direction and patient user involvement
Sarah Clarkson advised that the Trust are currently looking at NICE guidance
and the results of the recent staff organisational audit to consider the strategic
direction of the service and how patient user involvement can be included.
Stephen Hardy enquired whether the Stroke Partnership Group could be
resurrected. Dr Phil Earnshaw advised that Public Health specialists should be
able to help in obtaining patient user involvement.
Re‐hab and Therapy
Dr Phil Earnshaw commented that the Re‐hab Unit at Pontefract Hospital was
not as good following recent changes e.g. only limited therapy available, day
rooms not very welcoming, Senior Nurse and Consultant not undertaking ward
rounds together. Sarah Clarkson recognised the staffing matters, however
arrangements are being put in place to liven up the day rooms starting with
those at Pontefract Hospital. Sandra Cheseldine raised concerns regarding the
lack of therapy support. Dr Mark Lewis responded by advising that the
discharge process has improved and support does continue when a patient is
discharged into the community.
Nurse recruitment
Sharon Fox queried whether subject to funding are there the nurses available
with the appropriate skills to recruit? Sarah Clarkson responded confirming
that yes they would be able to recruit. Dr Mark Lewis did also add that the
Service has a low staff turnover which is a positive.
Senior team meetings
Dr Mark Lewis advised that to improve communications regular meetings with
the relevant senior staff take place at each of the three sites and is a forum
where issues can be raised and discussed.
Dr Phil Earnshaw asked Dr Lewis to consider and advise how the CCG could help
to make improvements acknowledging that a review of how the service is
funded needs to be undertaken by MYHT.
It was RESOLVED that:
i)
14/299

the Committee noted the verbal update on the Stroke/TIA Service at MYHT

Integrated Quality and Performance Report
Matt England and Laura Elliott attended the meeting to provide an update on
the positions in relation to Quality and Performance noting that the report was
in its new format which is aligned to the CCG’s strategic priorities. Key
successes and area’s for improvement were highlighted including:
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The Acute Trust and Ambulance turnaround targets continue to fail to meet
the required standard.
Yorkshire Ambulance Service (YAS) Category A(Red1) and Category A (Red2)
8 minute response times have failed to meet the operational standard for
the period and the year to date.
Improving access to psychological therapies (IAPT) performance has
improved compared to the Q1 position, but continues to be below the
required standard.
Cancer 2 Week Waits from Urgent GP referral has failed the standard for
the second consecutive month and has failed the cumulative Quarter 2
position for MYHT. The CCG has failed to meet the monthly position for 31
day cancer waiting times for surgery.
The CCG has reported one over 52 Week Wait for Incomplete pathways
during the current period, MYHT have reported two during the same period
Referral to Treatment is in line with recovery plan and is expected to be
achieved by December.
1 MRSA case was reported in September which was assigned to the CCG,
the first to be assigned to the CCG in 2014/15.

Discussions took place on the following topics:
Care Quality Commission Inspections at GP practices
Laura Elliott advised that a summary of the reports published to date are
included in the report.
Complaint
Stephen Hardy queried whether the complaint regarding a Health Visitor
information provision to a social worker had been resolved. Katherine Bryant
confirmed that the complainant had been correctly signposted to NHS England.
Details of the complaint had been fed through the Quality Intelligence Group.
Choose and Book
A discussion took place regarding the choose and book process and how
currently if a patient is unable to attend the appointment offered they are
marked as a Did Not Attend and discharged. Actions have been agreed to
improve the process and Matt England advised that the Access Policy is
currently out to consultation as part of this improvement. It was suggested
that patient engagement as part of the review of the Access Policy would be
helpful.
MYHT Hip Fracture Audit
The results of this audit are included in the report. It was noted that colleagues
from MYHT will be attending the Integrated Governance Committee in
December to discuss the Hip Fracture Pathway.
Cancer Patient Experience Survey 2013/14
It was noted that the results of this survey had been discussed at the Cancer
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Locality Group meeting.
Patient Safety Walkabout
It was noted that a patient safety walkabout had taken place at Monument
House (Intermediate Care) and Laura confirmed that the report would be
discussed at the MYHT Executive Quality Board.
GP Patient Survey Results
The results of the survey have now been released and highlighted that the
smaller practices scored better on access questions.
It was RESOLVED that:
i)
ii)
14/300

the Committee noted the current performance against the CCG strategic
objectives and Quality Premium;
approve the actions being taken to address areas of poor performance.

Personal Health Budget (PHB) Policy
Toni Smith attended the meeting to present this policy for approval. The policy
outlines the principles for achieving the implementation of personal health
budgets by balancing choice, risk, rights and responsibilities. The purpose of
the policy is to ensure that all professionals who are directly involved in the
PHB process, or those who may encounter, as a consequence of their
professional relationship, an individual who may be eligible for a PHB, are
aware of the guidance and process to support that individual.
A discussion followed and Karen Parkin commented that the PHB policy needs
to be linked to the Commissioning Policy. Karen raised a concern regarding
section 8.3.6 regarding additional elements that may be required to be funded
within the PHB. Following discussion it was agreed that this section needs to
be reviewed and further guidance is required. It was agreed that further legal
advice would be sought regarding this issue, noting that this is a shared
responsibility with the Local Authority. Toni noted that 8.3.5 of the policy
related to contingency funding.
A request was made to include the definition of ‘domiciliary care’, ‘CCG
Resource Panel’ and ‘PA’. Details of those who had been involved in the
consultation of this policy were provided in Appendix A. Stephen Hardy
advised that a briefing had been presented at a recent Public Involvement and
Patient Experience Committee meeting but this did not go into detail.
It was agreed that the policy would be presented to the Integrated Governance
Committee in December following the receipt of legal advice and consideration
of the comments made at today’s meeting.
It was RESOLVED that:
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i)

14/301

the Committee noted the policy and agreed that following the comments
made the policy would be amended and re‐presented to the December
Committee meeting

Development and Management of Policy, Procedures and Guidance
documents
Katherine Bryant presented this policy for approval advising that this policy
ensures that NHS Wakefield CCG has a systematic and planned approach to the
development of policy and associated guidance documents.
It was RESOLVED that:
i)

14/302

the Committee approved the Development and Management of Policy,
Procedures and Guidance documents

Incident Report Quarter 2 2014/15 Report
Adam Bassett attended the meeting to present this report noting that there
were 16 incidents reported during this period, nine of which related to
information governance (IG) issues. This is a reduction from the 13 IG incidents
reported during Quarter 1 and 19 IG incidents reported during Q4 of 2013/14.
The report provides details of the high level and moderately graded incidents
and information regarding the actions undertaken and lessons learnt from
these.
It was RESOLVED that:
i)

14/303

the Committee noted the incidents reported during Quarter 2 2014/15

Risk Register
Adam Bassett presented this report advising that as of 11 November 2014
there are 54 risks on the risk register. During this review cycle three risks have
been identified for closure and seven new risks have been added. Details of
the risks are included as an appendix to the report.
Stephen Hardy queried whether a risk would be added with regard to the Care
Quality Commission report received in respect of the Mid Yorkshire Hospitals
NHS Trust. It was agreed that Adam Bassett would contact Laura Elliott, Head
of Quality and Engagement to discuss this further.
It was RESOLVED that:
i)

the Committee noted the risk register for NHS Wakefield Clinical
Page 6 of 11

Commissioning Group as a correct reflection of the current position
14/304

Health and Safety Report
Adam Bassett presented this report providing an overview of the operational
health and safety activity and identified risks during quarter 2 (July, August and
September 2014).
With regard to training it was noted that there is e‐learning in place for staff
and NHS Yorkshire and Humber Commissioning Support provide face to face
training in manual handling and health and safety.
It was RESOLVED that:
i)

14/305

the Committee noted the actions taken in quarter 2 to ensure compliance
with relevant Health and Safety Executive national priorities and guidance

Complaints Procedure
Katherine Bryant presented this procedure and Lorne Thomson joined the
meeting to answer any questions. Katherine advised that the Complaints
Procedure was approved at the meeting held on 18 September 2014 on the
basis that minor revisions be undertaken and elements around learning and
impartiality strengthened. Katherine and Lorne met with Sandra Cheseldine
and the revisions agreed have now been incorporated into the procedure and it
is presented for final approval.
It was RESOLVED that:
i)

14/306

the Committee approved the Complaints Procedure

Fire Policy
Katherine Bryant presented the Fire Safety Policy for approval. Ian Cass, also
attended to answer any queries. It was noted that an out of hours procedure
has been included as an appendix to the policy.
Andrew Pepper asked whether the policy represents best practice and Ian Cass
confirmed that it does.
It was RESOLVED that:
i)
ii)

the Committee approved the Fire Safety Policy;
noted the organisational structure showing the responsibilities for the
management of Fire Safety; and
iii) noted Appendix 2 (Fire Procedure) which confirms the monitoring process
for the fire alarm both in and out of office hours.
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14/307

Joint Working and Sponsorship Policy
Joanne Fitzpatrick attended the meeting to present this policy for approval.
Joanne and Katherine Bryant had met with Sandra Cheseldine to discuss
queries that had been raised at the October meeting.
Joanne confirmed that the policy had now been updated following the
comments made by members at the October meeting. These reflect the
following:




improved clarity on the scope of the policy, with emphasis that it applies to
Local Clinical Networks on CCG business;
precise description of which roles are accountable for signing off
sponsorship and joint working applications; and
reference to the constitution, in particular the prime financial policies, in
the joint working agreement template.

Joanne Fiztpatrick confirmed that together with the Governance Team, the
Medicines Optimisation team will be working with the Network Teams to raise
awareness of the policy.
Following discussion it was agreed that a review of the policy will take place in
nine months and an update will be presented to the Integrated Governance
Committee.
It was RESOLVED that:
i)

14/308

the Committee approved the policy for Joint Working and Sponsorship
with the Pharmaceutical Industry and other Organisations

Finance Report Month 7
Karen Parkin presented the month 7 Finance Report detailing the year to date
position as at 31 October 2014. It was noted that the CCG has a year to date
surplus of £3,795k and the forecast year end position is in line with plan at
£6,505k. All key performance targets are green with the exception of QIPP
delivery and activity trends.
Karen advised that with regard to QIPP there has been a classification change
following a review and discussion at Clinical Cabinet noting that it has been
identified that the £1.3m previously classified as red is now unidentified.
The key focus area in this month’s report is Continuing Health Care noting that
Adults Continuing Care is overtrading by £386k and Children’s Complex Care is
overspending and is forecast to be significantly overspent at year end. It was
acknowledged that there are lots to do in this area to cleanse data and re‐
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design the service to ensure the correct policies and processes are in place
taking into account the impact of the Personal Health Budgets.
A detailed analysis of risks and opportunities is included in the report noting
that the main risks are over‐trades on acute contracts.
With regard to the overall position on Acute services detailed in the report it
was noted that the position has been adjusted for penalties and challenges on
the Leeds Teaching Hospitals NHS Trust overtrade and this is under review by
the lead commissioners. Andrew Pepper advised that he had contacted Leeds
commissioners seeking further information.
It was RESOLVED that:
i)
14/309

the Committee noted the contents of the report

2014 Service Reviews Update
Linda Driver and Sian Registe attended the meeting to present this paper which
provides a summary of the progress to date with the 2014 service reviews. The
paper provides an update on the following:





Reviews completed and services on track for new contracts
Reviews completed and procurement decisions pending
Reviews currently in progress
Reviews with inter‐dependencies

It was noted that with regard to the reviews with inter‐dependencies further
discussions are taking place to agree actions to mitigate risks associated with
these reviews.

It was RESOLVED that:
i)

the Committee noted the progress to date with 2014/15 Service Reviews
programme;
ii) noted the progress in relation to procurement of services following the
review process; and
iii) noted further discussions are taking place to agree actions to mitigate risks
associated with reviews which have inter‐dependencies.
14/310

Urgent Transport Procurement
Andrew Pepper and Matt England gave a verbal update on the Urgent
Transport procurement. Andrew commented that a framework is already in
existence and the complex situation is currently being worked through.
Andrew proposed that discussions take place with Sandra Cheseldine, as Chair
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of the Audit Committee and an update is provided to the Integrated
Governance Committee as part of the Contract Governance and Assurance
paper.
A discussion followed and Matt England advised that the Yorkshire Ambulance
Service has raised concerns of the impact if their case mix were to change to
only involve higher acuity activity.
It was RESOLVED that:
i)
ii)

14/311

the Committee noted the verbal update; and
agreed that the Chief Finance Officer and Chair of the Audit Committee
will meet to discuss this issue further

Business Continuity Update
Sally Bell attended the meeting to present an update on Business Continuity.
Sally advised that this year’s Winter Plan was tested through a table top
exercise and the gaps identified through this exercise are being followed up
and monitored by the Mid Yorkshire Systems Resilience Group.
Sally advised that a further test will be undertaken before the Christmas period
to ensure the on call and communication cascade work effectively.
A discussion followed and Dr Phil Earnshaw commented that co‐operation from
all parties involved is necessary for the systems and processes put in place to
work effectively. Dr Phil Earnshaw expressed that he had concerns with NHS
England with regard to business continuity processes and would like this to be
flagged as an issue at the Mid Yorkshire Systems Resilience Group’s next
meeting. Dr Phil Earnshaw felt that it would be helpful if NHS England were
flexible regarding other targets such as the Quality Outcome Framework as part
of the Business Continuity process.
It was RESOLVED that:
i)

14/312

the Committee noted that this year’s Winter Plan was tested through a
table top exercise and that the gaps identified through this exercise are
being followed up and monitored by the Mid Yorkshire Systems Resilience
Group

YAS 999 Commissioning News – October 2014
The October publication of YAS 999 Commissioning News was shared for
information. Andrew Pepper commented that on page two of the publication it
states that lead commissioners are currently reviewing how penalties can be
used to incentivise Yorkshire Ambulance Service (YAS) to improve performance
to the maximum possible by year end and back to 75% on a month by month
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basis as soon as possible. YAS actions focus on increasing capacity and
matching resource to demand.
It was noted that the Chief Executive of YAS resigned last week and their Chief
Finance Officer is currently acting as Deputy Chief Executive.
14/313

Minutes of meetings
The minutes of the following meetings were shared for information:
(i) Mid Yorkshire Hospitals NHS Trust Executive Contract Board – minutes of
meeting held on 18 September 2014
(ii) South West Yorkshire Partnership Foundation Trust Partnership Board –
Minutes of meeting held on 18 September 2014
(iii) South West Yorkshire Partnership Foundation Trust Quality Board –
minutes of meeting held on 27 October 2014
(iv) NHS111 West Yorkshire Clinical Quality Group – minutes of meeting held
On 14 October 2014
(v) Quality Intelligence Group – minutes of meeting held on 14 October 2014

14/314

Consider future topics for Deep Dive
It was suggested that a deep dive on the Yorkshire Ambulance Service would be
helpful so the Integrated Governance Committee could be clear on the past
and current position.

14/315

Any other business
Andrew Pepper advised that £2.5m had been released to Mid Yorkshire
Hospitals NHS Trust in respect of Referral to Treatment funding.

14/316

Date and time of next meeting:
Thursday, 18 December 2014, 1.00 to 4.00 pm in the Seminar Room, White
Rose House.
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Governing Body
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13 January 2015

Paper Title:

Clinical Cabinet: presentation of minutes and items
for approval by Governing Body

Purpose (this
paper is for):
Committee chair:

Decision

Meeting minutes enclosed:



Discussion

Agenda
Item:
Public/Private Section:

Public
Private
N/A

Assurance

Information

Dr Adam Sheppard, Assistant Clinical Leader
30 October and 27 November 2014

Recommendation :
It is recommended that the Governing Body receive and note the minutes of the Clinical Cabinet held on 30
October and 27 November 2014.
Executive Summary:
30 October 2014
The following was discussed at Clinical Cabinet in October:
 Clinical Cabinet Terms of Reference
 Integrated sexual Health Service clinical model
 Supporting the Third Sector: Nova’s role in supporting the social prescribing agenda
 Cataract Service clinical model
 Review of community Ophthalmology service
 CCG strategy and Annual Delivery Plan
 QIPP update
 Clinical Network updates
 Working Together
27 November 2014
The following was discussed at Clinical Cabinet in November:















Cancer update;
Children and young people’s services – what people are telling us;
Integrated Children and Young People’s Services;
Home Start;
Continuous Positive Airway Pressure (CPAP) Business Case;
System Resilience – Winter Plan and SRG update;
Dementia diagnosis;
Provision of non‐urgent Ophthalmology Care;
Clinical cabinet Terms of Reference;
CCG Planning Framework 2015/16 – 2017/18;
QIPP update;
Clinical Network update; and
Integrated Sexual Health Services Specification.

20c

Agenda item : 20c (i)
NHS Wakefield Clinical Commissioning Group
CLINICAL CABINET
Minutes of the Meeting held on
Thursday, 30 October 2014
09.30 – 1.00 pm
Seminar Room, White Rose House
Present:
Adam Sheppard (Chair) (AS)
Phil Earnshaw (PE)
Jo Pollard (JP)
Andrew Pepper (AP)
Dr Clive Harries (CH)
Dr Ann Carroll (AC)
Dr Avijit Biswas (AB)
Dr Ann Carroll (AC)
Sandra Greenwood (SG)
Stephen Hardy (SH)

Asst. Clinical Chair, NHS WCCG
Clinical Chair, NHS WCCG
Chief of Service Delivery and Quality, NHS WCCG
Chief Financial Officer, NHS WCCG
GP, NHS WCCG
GP, NHS WCCG
GP, NHS WCCG
GP, NHS WCCG
Nurse, NHS WCCG
Lay Member, NHS WCCG

In Attendance:
Dr Patrick Wynn (PW)
Dr Som DaSilva (SDS)
Michelle Ezro (ME)
Linda Driver (LD)
Matt England (ME)
Karen Parkin (KP)
Simon Rowe (SE)
Dr A Mustafa (AM)
Katherine Bryant (KB)
Carly Speechley (CS)
Alix Jeavons (AJ)
Esther Ashman (EA)
Valerie Agguirregoicoa (VA)

GP, NHS WCCG
GP, NHS WCCG
Associate Director, Service Delivery and Quality, NHS WCCG
Head of Service Development & Transformation, NHS WCCG (Item 5)
Head of Contracting & Commercial Strategy, NHS WCCG (Item 10)
Associate Director, Finance & Governance (Item 15)
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APOLOGIES FOR ABSENCE
Apologies were received from Dr Andrew Furber, Dr Paul Dewhirst
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DECLARATIONS OF INTEREST
1)

Item 10ii ‐SRG ‐ All GPs

1
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A MINUTES OF THE MEETING HELD ON 25 SEPTEMBER 2014
Minutes of the last meeting were reviewed and:
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Informal Clinical Cabinet held 11 September 2014 were agreed as a correct record;
Clinical Cabinet held 25 September 2014 were agreed as a correct record with the
exception of Item No. 9 Ophthalmology which should be amended to : AP
commented that Mid Yorks use The Practice as extra capacity to triage accordingly in
order ease pressure in relation to 18 weeks.

ACTION LOG
The Action Log was reviewed and updated accordingly.
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CANCER UPDATE
Dr Mustafa and Linda Driver presented the Cancer Update which highlighted:







Increased the focus on Cancer;
Overview of Cancer Symposium which emphasised local focus;
Key data and messages around cancer
Recommendations
o Investing in early diagnosis and screening
o Reduction in emergency presentation
o Prevention staging at early stage
o Reduction in mortality
Next Steps
o Undertake further analysis
o Look at the evidence

Members discussed issues around operational delivery particularly bowel cancer screening
and it was noted that this would be further discussed under Item 15 QIPP. Members also
discussed the figures around two week waits and the Emergency Admissions with the route
to diagnosis highlighting that outcomes were better if diagnosed early.
It was agreed that the presentation slides would be shared electronically to all members.
ACTION: CANCER UPDATE PRESENTATION TO BE CIRCULATED TO MEMBERS
Linda informed members that the task was now to refine how to make biggest difference
working with Public Health and Primary Care colleagues identifying areas of work and
responsibilities. Linda indicated that a deep dive was being undertaken so that a more
detailed report could be brought back to Clinical Cabinet for consideration.
Dr Earnshaw commented on the staging and felt that there were areas which needed better
case management and risk assessment to eradicate the waits in cancer diagnosis .
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Dr Harries indicated that there was a requirement for strong commitment and public health
message with national guidance balance to give key messages. Primary Care would need to
be supported in the messages to model NICE best practice one stop clinic.
Dr De Silva suggested a concentrated approach on cancer diagnosis before sending on the
pathway. Sandra Greenwood suggested that younger people screening should be done
earlier for better outcomes.
Dr Sheppard advised that assurance was required from Mid Yorks on capacity and delays
with further work within both Primary and Secondary Care.
Members agreed that a further paper should be brought back in three months following the
outcome of the deep dive .
IT WAS RESOLVED:
i.
ii.
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note the contents of the presentation
Update to be brought back in 3 months

CHILDREN AND YOUNG PEOPLE’S SERVICES – WHAT ARE PEOPLE TELLING US?
Stephen Hardy and Valerie Agguirregoicoa presented the paper which was the fifth of the
quarterly reports in line with the strategic plan with the key message that the CCG do not
engage enough with children, young people or parents which was seen as a key action.
Stephen Hardy commented on the lack of evidence and Dr Carroll stated the next stage
should be engagement with outpatients and mental health.
Jo Pollard commented on the excellent reports being produced and that the next step
should be moving from describing the activity to how to utilise the information found as part
of the engagement. Where possible the reports should triangulate with the other reports
such as Family and Friends test and go through contracting or commissioning groups.
Members noted the contents of the report and that the next experience report focus will be
on Private Medical Services.
IT WAS RESOLVED:
i)
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To note the report

INTEGRATED CHILDREN’S AND YOUNG PEOPLE’S SERVICES
Carly Speechley introduced the presentation stating that they were updating members on
the work being undertaken by the Local Authority and sharing the vision of how they were
going to provide services to children as part of the community integration with a district
outcomes framework being developed to achieve this. The key themes were


Case for change (Dr Earnshaw commented on the financial challenge asking for
assurance and transparency about what was in place for Wakefield). There was a
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need for the Trust to work in partnership and Carly Speechley assured members on this
point. The Health & Social Care agenda was pushing towards the integrated agenda.
The emphasis was
 Share the vision around childrens services in Wakefield
 Focus on whole family approach
 Proposals for integrated early help hubs (actual buildings but also there would be a
virtual option);
 Leadership with area representatives;
 Pathways incorporating self referrals, professional referral, data to predict problems;
 Pathways out based on where the need is
Dr Carroll introduced her presentation which highlighted the link to provide the integrated
support. There was an opportunity to work better together with the CCG being the
responsible commissioner for vulnerable children. There was a need to get the message out
to GPs around the massive gap with regard to referring age 4 upwards and the Local
Authority were already having discussions re 0‐19 services. The operational health liaison
service in A& E was seen as an opportunity.
Members discussed Improvement around the early referrals from GPs/Practice Nurse and
Receptions on the process for safeguarding. CAMHS and mental health services should also
be included for referrals but concern was expressed re impact of rejected referrals. It was
felt that an IAPT approach for children was required and members were concerned about
the wider intervention challenges particularly in families. Members further noted:






Use of Sytem 1 /phone for SPOA;
Establish hub services and align hubs to GP Networks;
Agreement that GPs will accept referrals from the Hubs;
Clarify role of the Liaison Health visitor;
Work being done by Tracey Sparkes and Mike Potts towards the next stage.

Dr Sheppard queried the role of the nine School Nurses and Carly updated members on this
point and Jo Pollard commented that the prevention arm of this work needed to be
strengthened. Public health should be ‘ knitted’ into this work and Carly gave members
assurance on this and engagement with Mid Yorks. Jo felt it was an important debate as
there was not been enough visibility on Childrens services at Clinical Cabinet but this was
being addressed via:



Dr Carroll and Jo Pollard attending John Wilson’s DMT meeting;
Critical that as part of the conversation with Mike Potts in the learning is that we
engage with not only the Clinical Cabinet but the Clinical Membership at Network
and Practice level

Dr Harries stated that ease of access was critical and System 1 would play a huge part.
Sandra Greenwood felt that there was a need to invest in universal services which will
appeal to all; Health visitors were confused re territory alignment and lack of engagement.
Carly responded that there were a lot of engagement sessions in place which would be
linked with each practice. Members agreed that clarification was required before taking
further into networks around what was on offer.
Dr Earnshaw emphasised the need to
engage with Mid Yorks and JoP suggested that this should be brought via the MYHT
Contract meeting.
4

Dr Sheppard summarised that it was a good discussion.
IT WAS RESOLVED :
i)
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To note the contents of the presentation

HOMESTART
Carly Speechley updated members on the background advising that Homestart provided a
befriending and support service for the 0‐5 years for families with particular problems and
outlined details of the support offered. The CCG contribution was £90K and members
noted the recommendations as being:
i)

Agree that the CCG should support the LA in the decision to cease funding from
1 April 2015;
ii) Support the proposal to review the integration of children’s services and that any gaps
in service will be identified through this;
iii) Agrees the £90K funding should be retained within Children’s services and reallocated
pending the review of the outcome of the service review, and
iv) Requests that Local Authority provides an handover plan for families who currently
access the Home Start service
The recommendation proposed was to cease funding as it does not line up with the
integrated agenda and Michele Ezro commented on the work being done to identify the
gaps
Jo Pollard expressed that this needed to be formally minuted and acknowledged by the
Clinical Cabinet on the investment and decisions made. Andrew Pepper commented from a
QIPP challenge perspective and whether the budget could be ring fenced if the service was
decommissioned or reinvest in other services. Dr Harries felt that if the early intervention
worked on in the pathway, then the service should not be decommissioned. Members
queried value for money noting that the Local Authority contribution was £160K with the
CCG contributing £90K.
Jo Pollard acknowledged that the evidence base was thin but suggested that a strategic
debate was required outside of the meeting based on evidence around Homestart viability.
Members noted that there was more work to be done in terms of what is viable as the
contract could not be extended but was understood that the funding could cease at the
point it ends and we could then review if there was something else required which would
need to be a joint decision across organisations.
Dr Brown commented that the money
should not be ring fenced and Andrew did not feel it was a lost opportunity but there was
more which could be done. Dr Carroll indicated that they could bring back a model around
the hubs for consideration.
Dr Sheppard summarised that Clinical Cabinet were mindful of the 106 Health visitors, a
new service and a new way of doing things of which this could be part of the core service.
There was a potential £4‐5m gap in QIPP and a need to be protect resources which had not
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been used. However Clinical Cabinet will support going forward any review and consider
that in any future services to be commissioned.
Sandra Greenwood emphasised that the Health Visitors would not replace what Homestart
do as it was a completely different role and Dr Carroll responded that Homestart would still
exist and further investment could be made if required.
Dr Sheppard proposed that Clinical Cabinet are mindful of the service, are supporting the
local authority in terms of reappraisal of the service, monies cannot be ring fenced at this
point in time due to the QIPP pressure but would be mindful to hear recommendations
about services to be commissioned jointly in future.
IT WAS RESOLVED:
i)
ii)
iii)
iv)
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Note the service;
To support Local Authority in terms of reappraisal of the service;
Cannot ring fence due to QIPP pressure;
To consider alternative services to be jointly commissioned in the future

CONTINUOUS POSITIVE AIRWAY PRESSURE (CPAP) BUSINESS CASE
Members noted the recommendation was that the Clinical Cabinet approve the business
case for CPAP on the Paediatric ward at Pinderfields Hospital which will necessitate a
contract variation to increase High Dependency activity with the Trust.
Dr Carroll stated that the clinical case was overwhelming, it was a small amount of money
but it would make a significant change and improve the service. Members considered that
clinically the paper was accepted but there was a need to understand the financial
implications as the paper was not complete on this point . Andrew Pepper felt that the
Commissioning Manager should be in contact with their counterpart in NHS England to work
out if the transfer funds might be possible.
Dr Sheppard commented that the financial side will be agreed outside of the meeting.
i)

Approved the recommendations subject to the financial implications being agreed
outside of the meeting.
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SYSTEM RESILIENCE

i)

WINTER PLAN 2014/15
Dr Sheppard informed members that the Winter Plan had already been presented at
Governing Body and is a health economy plan which the SRG follows in terms of keeping the
system safe over winter and demonstrates the financial aspects underpinning the Surge and
Escalate Plan, Cold Weather Plans etc. across organisations. There were already significant
pressures with the 4 hour target (November to March) and it had been agreed with MYHT to
establish weekly telephone calls in response to priority requirements by NHS England.
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Members acknowledged that the plan needed to be achieved and Dr Sheppard commented
that it would be micro managed to achieve targets. Members noted that that the REAP
level represents significant risk in the system.
ii)

SRG UPDATE
Matt England attended to present the SRG paper for discussion and to update Clinical
Cabinet on the actions to be undertaken by the CCG as part of the new systems resilience
group arrangements for Referral to Treatment and Urgent and Emergency Care.
The health Economy funding received (£3.99m) was to deliver a recovered RTT position at
MYHT. The focus on IS capacity, internal waiting list initiatives and reducing the diagnostic
waiting time with slow progress in July and August. Progress had been made in September
but five specialties did not achieve the 92% standard:






ENT
Trauma and Orthopaedics
Oral Surgery
General Surgery
Dermatology

The target date of the end of September had been extended to November with NHSE
expectation that all targets would be met. Matt emphasised that MYHT had never met all
targets. There were risks around the sustainability and challenges re capacity with regard
to the 5 specialties (particularly Dermatology and ENT) re possible backlog and impact on
other pathways all of which was under constant review. Matt also updated members on
issues re cancer performance. Members expressed concerns around the Dermatology
contract and noted that it was subject to further review.
Dr Sheppard updated members on System Resilience Group (SRG) informing that the group
had responsibility for the 18 week target and 4 hour A&E target and the £1.2m investment
to support 26 schemes in the Winter Plan. It was also noted that NHS England had received
additional funding which would be directly invested into the Acute Trust via the
CCG/Monitor and TDA all of which would be subject to due governance and Andrew
updated members on this.
Dr De Silva queried the community service referrals and Matt updated on the impact on
activity. Matt also commented on the 12 month sustainability plan which was discussed at
EQB and the possible impact.
IT WAS RESOLVED:
i)
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To note the update(s)

PROPOSAL FOR ACHIEVING 67% DEMENTIA DIAGNOSIS RATE
Alix Jeavons attended to update members on the CCG responsibility to ensure that people
suffering with dementia are provided with an appropriate as early as possible. NHS England
has set a target of 67% dementia diagnosis rate by 31 March 2015. In Wakefield the current
7

diagnosis rate was noted as 60.79% and the paper sets out the approach to be taken by
commissioners to achieve the target. The recommendation to members was to note and
agree the proposal.
The September figures were tabled and Dr Harries highlight the large variation which raised
queries of whether the difference was due to coding issues or a clinical blind spot. It was
agreed that if it was coding issues, then numbers would need to be tracked back utilising the
data quality toolkit. Alix updated on the proposal to write out to GPs on the enhanced
Alix emphasised that the paper not only focused on
service diagnosis of dementia.
diagnosis but the detailed work behind it re positive steps and actions to do post diagnosis
which had previously been a gap.
Alix further informed members on
 the letter to GPs;
 follow up action around Care Homes but with risks around possible impact; and
 issue of capacity in memory clinics and follow ups.
Jo Pollard commented on the investment re the care home pilot at a network level and
whether this could be linked to one of the pilots..
Members discussed the possibility of a coding issue and how it linked into the new enhanced
services.
Members agreed that clinically it was appropriate to have an early diagnosis and would
support whatever facilitated this. There was public health monies from NHS England to
support the memory clinics and target struggling practices and a performance management
structure would need to be set up to support. Members agreed that it would be
appropriate to set money aside with a need to be clear about the advantages of early
screening and diagnosis to patients.
Members discussed the process of the dementia pathway and the challenge of early patient
engagement for better outcomes.
Alix reminded members that the recommendation(s) were
i)
ii)
iii)
iv)
v)

to write to practices to promote diagnosis of dementia;
focus on benefits to patients,
tool kit available around the toolkit
new process and removal of the barriers
reminding people about the follow up pathway

Members supported the recommendations in terms of how to move forward.
IT WAS RESOLVED:
i)

To support the recommendations

8

12

PROVISION OF NON‐URGENT OPHTHALMOLOGY CARE
Simon Rowe attended and updated members on the follow up paper to the one presented
in September and reminded members that the contract ended June 2015. The paper
outlines an approach and proposed model to commission non urgent care ophthalmology
care in non hospital setting. This recommendation requires support of the Clinical Cabinet
before it can be taken to the Integrated Governance Committee with an option for
procurement and in turn to establish any new services on, or before the 30 June 2015, the
contractual end date for the current community ophthalmology service.
Dr Sheppard emphasised that members were discussing the clinical model and not the
method of procurement.
The recommendations were:
i)
ii)

Approve that non urgent may be commissioned in accordance with the proposed
model of care and
Approve the use of the referral guidelines to outline what non urgent
ophthalmology care may be provided in a non hospital setting.

Dr Wynn commented that there was a hospital service which is overloaded, this is about
improving the model going forward and highlighted the option 5 diagram which shows that
patients currently can attend GP or Optometrist, which would not change, but instead of a
single provider there would be multiple providers offering the same service around the
district.
Members agreed that it was good that choice would increase, but there was the question of
QIPP and how they could influence contractors to engage. Members also queried glaucoma
follow up and if the model was being developed but it was felt that the follow up procedure
was not of high quality. Linda Driver advised that when the original model was developed,
there was discussion around when it was clinically appropriate to do so and where the
consultant and the patient agreed it should happen. In reality this had not fully happened .
After further discussion it was agreed that it should be included in the service and a pathway
should be designed to suit requirements.

13

CLINICAL CABINET – TERMS OF REFERENCE
Katherine Bryant presented the updated paper for Clinical Cabinet approval prior to
Governing Body and thanked members for feedback.
Jo thought that it reinforced the position of the Clinical Cabinet in the role of strategic
planning, service transformation and thanked Katherine for the excellent work done.
IT WAS RESOLVED:
i)
ii)

Noted the update and
Approved

9

14

CCG PLANNING FRAMEWORK 2015/16 ‐2017/18
Esther Ashman attended to give an update on the Planning Framework document. Esther
commented on the work undertaken by Pat Keane and that a different stance had now been
taken looking at beyond 2015 triangulating with different strategies, commissioning
intentions, better care fund and possible government changes next year.
It was noted that a planning and delivery group had been set up to share information and
handle a symbiotic approach to make the group more effective with a quality approach.
A draft matrix had been created and a timetable had been set up to draw together all the
different aspects . Esther stated that the work was progressing well and they would keep
Clinical Cabinet informed.
Dr Earnshaw stated that the separate Primary Care Strategy needs more emphasis to ensure
high quality network practice. Esther responded that this would be addressed. Dr Carroll
commented that it would need to be shared with all networks and to provide regular
updates (say every 3 months).Dr Sheppard suggested that this would need to be a significant
part of the Network Development Framework . Jo commented on changes to reflect how
the CCG is strategically run:






Regular monthly report on the Delivery Plan;
Doing more than a planning process with seven strategic plans on a page;
Transformation change process of the workshop in December and;
Transformational process of work on integration;
Regular meetings on a Wednesday with committed staff trying hard to build on the
goal.

Andrew Pepper confirmed financial support and Dr Sheppard commented on the ambitions
to embed QIPP into the commissioning process with support from Clinicians from a pathway
perspective.
IT WAS RESOLVED:
I)
II)
III)
15

Note the progress of the 2014/15 Annual Delivery Plan and
Note the process of the 2015/16 – 2017/18 planning process
Approve the proposed transactional and transformational programmes

QIPP UPDATE 2014/15
Karen Parkin updated members on the approach going forward..
Pat Keane with other colleagues had made a realistic assessment on the position against
each scheme and updated on the stock take as reported to the Board and Governing Body.
The focus will be on delivering this years QIPP and in particular prescribing benefits
(excluded drugs) which would be the subject of further discussion next week.
Andrew Pepper detailed the issues and outlined the impact of not achieving QIPP which
would have very serious consequences for the future. Dr Sheppard and Dr Carroll stated
the need to look at all possible areas including areas of previous investment
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It was noted that GPs should be involved in the debate and they were looking at volunteers
to attend the QIPP meeting.
Jo Pollard summarised opportunities as being:
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A review of investment over the last 5 years;
Review partnership budget;
Duplicated costs;
Plans for clinical engagement.

CLINICAL NETWORK UPDATE
No comments to note
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MINUTES FROM SUB GROUP
Members noted the draft minutes of the Medicines Optimisation Group meeting dated 11
September 2014.
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ANY OTHER BUSINESS
Integrated Sexual Health Services Specification
The proposed specification presented to the Clinical Cabinet meeting on the 25 September
had raised concerns. A letter had been sent out to the Local Authority from Jo Webster and
a response received. Members of Clinical Cabinet were asked if this had provided
reassurance.
Members debated this matter at great length taking into account the potential impact on
gynaecology and choice. However it was acknowledged that the method of procurement
was the choice of the Local Authority. It was agreed to respond back stating the concerns
and confirming the role of the CCG as the procurement is progressed.
IT WAS RESOLVED:
i)

To respond back to the Local Authority outlining Clinical Cabinet’s concerns,
acceptance of the procurement process and confirmation of the CCGs intention to
engage with the Local Authority through the process.

Date and time of the Next Meetings
Informal Clinical Cabinet:
Thursday, 6 November 2014
11.30 am – 1.00 pm
Boardroom, WRH
Clinical Cabinet:
Thursday, 27 November 2014
09.00 – 12.30 pm
Seminar Room, WRH
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Agenda item : 20c (ii)

NHS Wakefield Clinical Commissioning Group
CLINICAL CABINET
Minutes of the Meeting held on
Thursday, 27 November 2014
09.00 – 12.30 pm
Seminar Room, White Rose House
Present:
Adam Sheppard (Chair) )
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Dr Avijit Biswas
Dr David Brown
Sandra Greenwood
Stephen Hardy

Asst. Clinical Chair, WCCG
Chief of Service Delivery and Quality, WCCG
Chief Financial Officer, WCCG
GP, WCCG
GP, WCCG
GP, WCCG
GP, WCCG
Nurse, WCCG
Lay Member, WCCG

In Attendance:
Dr Som DaSilva
Sharon Fox
Ruth Lindley
Dr L Wright
Michelle Ashbridge
Duncan Smith
Gillian Richardson
Jenny Feeley
Simon Rowe
Linda Driver
Sharon Cook
Elaine Horder
Esther Ashman

GP, WCCG
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Executive PA, WCCG (part)
GP, WCCG (Item 5)
Senior Commissioning Manager, WCCG (Item 5)
Service Manager, Transformation & Integration, WMDC (Item 6)
Public Health Principal (Stroke and Cardiology) (Item 7)
Senior commissioning Manager, WCCG (Item 8)
Senior Commissioning Manager, WCCG (Item 8)
Head of Service Development & Transformation, WCCG (Item 9, 10)
Transformation Manager, WCCG (Item 10)
Quality Manager, WCCG (Item 11)
Head of Strategy, WCCG (Item 12)

Kate Trevelyan (KT)

Senior Management Support, NHS WCCG (minutes)

1

APOLOGIES FOR ABSENCE
Apologies were received from Dr P Earnshaw, Dr A Furber, Dr A Carroll, Michele Ezro,
Dr A Furber, Dr P Wynn
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DECLARATIONS OF INTEREST
1)
2)

3

Item 9 – MSK
Item13 – QIPP

All GPs with interest
All GPs as relevant

A MINUTES OF THE MEETING HELD ON 30 OCTOBER 2014
Minutes of the last meeting were agreed as a correct record.
1
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ACTION LOG
The Action Log was reviewed and updated accordingly.
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END OF LIFE CARE
Dr Wright and Michelle Ashbridge attended in respect of the End of Life presentation
which highlighted:








Patients’ Feedback
Provider Stakeholder Sessions
Palliative and end of Life Care Workshop
Current initiatives
 EPaCCS
 Advance Care Planning
 24/7 Hospice Admissions
Contracting Levers
Next Steps

Dr Sheppard referred to Systems Resilience and the need for an appropriate place of care
for patients, linking in with out of hours providers such as LCD but concerns were noted
around poor patient experience. Dr Wright updated members on the EPaCCS training in
place to assist out of hours colleagues.
Dr De Silva informed members on a ‘poor experience by one of his patients’ and Dr Wright
responded that any feedback was welcomed. Dr Sheppard stated that out of hours in
terms of admissions should be reviewed, indicating that a Palliative Care Co‐ordinator,
together with the availability of acute clinical advice would be particularly useful in a Hub.
Dr Brown confirmed that EPaCCS was really useful tool for GPs which simplified palliative
care even better if linked to CQUINS/MYHT but expressed the following concerns:
i)

ii)

A District Nurse had not attended his practice meeting for the last six months and he
wondered about the contract requirement to attend? Was there a contractual lever
and it was noted that the service specification would need to be reviewed on this
point?; and
Emis practice how does this work? Doctors cannot see EPaCCS information and
members agreed that it would be useful to have full access.

Jo Pollard felt that the patient experiences as discussed should be formally ‘picked up’ with
the service provider as it was not in the service specification and therefore jeopardised best
practice. It was not acceptable that District Nurses were not attending meetings even due
to pressure of work.
Dr Da Silva commented on the 63% target figure expressing concern that the target would
not be met if GPs did not have access to the EPaCC system. Members noted that this would
be taken back for review and to provide an update.
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Members discussed gold standard and it was felt that this was core which makes EPaCCs
work. Jo Pollard felt that it had been a good presentation and asked Michelle to picked up
on the following:
1) CQUINS ‐ a need to understand the decisions around the priorities which have been
made. The Commissioning intentions were being developed to get issues into the
negotiations and the work programme for the year alongside the contract negotiations
with the Trust specifically around EOL and Community Nursing Services;
2) Contact Dierdre Linanne to pick up on the issues raised and feed back directly to Dr
Brown;
3) Contact Helen Childs and ensure Cancer is represented at Care Closer to Home ‐ ensure
that EOL is ‘bolted on’;
4) Talk to Mel Brown about he integrated service specification document which Mel had
circulated and discuss the issues flagged which needed to be included in the
specification. Also take into account the new redesign of the Emergency Department
and signposting to 24/7 hospice
Dr Sheppard commented on the work being undertaken by the Urgent Care Practitioners
and specialist palliative care patients linking to YAS. It was noted that YAS find it difficult to
transfer a patient who is end of life into the acute setting and any issues re transfer to
hospital must tie into talks with YAS.
IT WAS RESOLVED:
i.
ii.

6

Note the contents of the presentation
Update to be brought back to a future meeting

USE OF REABLEMENT FUNDS
Duncan Smith attended to present the S256 agreements re Social Care funding (by NHS
England) and the Reablement Funds (by CCG). Duncan indicated that it related to a Section
S256 Agreement and the part allocated to the WCCG, together with the detail of the social
care monies as detailed in the appendix and the evidence required. The background
report for the Reablement Funding had been sent to JSCB in July documenting the previous
year’s spend on the Reablement and the proposals for the current year to enable timely and
safe discharge over two years with the balance of the funding being directed into the
community rather than bed base. The move on social care offered various preventative
and intervention services which were now part of the Better Care Fund.
Dr Sheppard advised members going forward for 15/16 the funding would be available
through the Better Care Fund pooled budget. Dr Brown referred to EQB around the
delayed discharge concerns and Jo Pollard updated members that Sharon Wallis had been
working alongside MYHT colleagues to push discharges through which had a massive impact.
The key message was that there was a need to move away from a resilience system, towards
joint working with a flexible approach so that patients could be moved appropriately.
The recommendation was


To note and agree the S256 agreements prior to progress to the Health & Well
Board
3

In the absence of Andrew Pepper (who had stepped out to take a priority call), Members
agreed to note and approve the S256 agreements prior to progress to the Health & Well
Board.

IT WAS RESOLVED (in the absence of Andrew Pepper):
i)
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To note and approve the report prior to progress to the Health & Well Being Board.

FUNDING OF THE STROKE ASSOCIATION CONTRACT AFTER MARCH 2015
Gillian Richardson attended to present the paper in respect of Funding of the Stroke
Association contract after March 2015. The service is jointly funded by Wakefield CCG and
Wakefield Council. The contract is due to expire on 31 March 2015 and a strategic review of
the service has been carried. The recommendations of the review were that the service was
of value and should be continued to provide longer term support for survivors of stroke and
their carers in Wakefield via Spring Bank carers which would be monitored by Task and
Finish Groups.
The recommendation were:



Note the content of the paper and approve an extension of the funding for two
years in line with the decision of the joint fund holders, Wakefield Council;
Approve the soft market testing to be carried out by Wakefield Council the report
will be brought to a future meeting for consideration.

Gillian emphasised that agreement would need to come from the Local Authority but in the
first instance required WCCG’s approval of the concept. Andrew Pepper confirmed that the
Council were the contract holder and as such their advice would need to be followed.
There was a budget which was in the CCG system. But there was a value for money question
which would be considered as part of the QIPP review. Moving forward the funding would
continue on a joint basis only.
Jo Pollard advised members that it was good that the paper highlighted the issue of
decommissioning a service and the requirement for pre senior level discussions . It was
agreed that a meeting would be set up between Dr Sheppard, Dr Furber, Andrew Balchin
and Jo Pollard.
Action: Meeting to be set up involving Dr Sheppard, Dr Furber, Andrew Balchin and
Jo Pollard
Stephen Hardy emphasised that the service had been developed to support stroke patients
and there were concerns around engagement with patients. Members discussed the Spring
Carers service and Gillian updated members on the background.
Dr Sheppard summarised


Support and fund £40K for up to two years providing the Council also support on
the same basis;
4




Significant CCG input in any procurement of the new service soft market testing
JoP to pick up how going to commission going forward and discuss this with Mel
Brown

Action: Jo Pollard to discuss the Stroke service with Mel Brown
Jo Pollard referred to a recent meeting and it was noted that MYHT were not aware of the
Spring Bank changes. It was agreed that Gillian Richardson would write formally to Neil
Clark at MYHT re change in development. The draft letter would be sent to Jo Pollard for
comment.
Action: Gillian Richardson to draft a letter to Neil Clark at MYHT and send to Jo Pollard
for comment.
IT WAS RESOLVED :
i)

Note and support the funding of £40K for two years subject to the Local Authority
Joint support;
ii) CCG to have significant input in the soft market test;
iii) Discussions to be held on how to move forward; and
iv) Jo Pollard to discuss the community aspect with Mel Brown.
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INTEGRATED ED MODEL
Jenny Feeley and Simon Rowe attended to highlight the main points within the paper
outlining the model for the emergency department which had been jointly designed by
clinicians at the CCG and MYHT. The integrated service includes the streaming to primary
care clinicians, discharge support coordination and cross over between streams to provide
flexibility to demand. The aim is to offer resilience within the department to the increasing
growth in demand which through the outline business case for meeting the challenge had
been agreed at 1% year on year.
The recommendations were noted as:
i)
ii)
iii)
iv)

Detail what changes, if any, need to be made to the service specification that defines
the integrated model of Emergency Department care for;
Agree for the service specification to be implemented into the Clinical
Commissioning Group’s (CCG) contract with the MYHT;
Support the proposed joint venture with the MYHT to deliver the Integrated ED
through the MYHT Contract; and
Note and approve the next steps.

Jenny indicated that there had been discussions which had been led by Dr Chris Bolton re
Pinderfields/ Pontefract but that Dewsbury was to be addressed separately. There were
concerns that the Dewsbury model was viewed as an operationally high risk proposal in
terms of sustainability. There was also the question of whether MYHT would lead on the
contract or whether WCCG would cover separately. Jenny emphasised the paper outlined
the service model of an integrated department with a primary care stream in the
department which MYHT will maintain accountability and responsibility. The new concept

5

will provide better integration with other services including Discharge Co‐ordinator to
navigate as appropriate but also adhere to patient wishes.
There were concerns around funding of the contract and Andrew Pepper commented on the
financial position. It was noted that the proposal supports Meeting the Challenge with
appropriate working together and joint ventures. The shape of the procurement and next
steps was also discussed with the overall desire to have a seamless service with possibility of
ST3 posts, together with senior GPs also supporting the Emergency Department
It was proposed that Clinical Cabinet approves the model and the specification and agrees to
a step staged process:
Stage 1: The Clinical Model and the financial model to bring back to Clinical Cabinet for
consideration.
IT WAS RESOLVED:
i) Note the recommendations;
ii) Approve the model and the specification subject to a staged process; and
iii) Stage 1: to bring back the clinical and financial model back for consideration
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MSK SERVICES FOR ADULTS ACROSS WAKEFIELD
Linda Driver attended to present the MSK paper and reminded members of previous
comments which included:







What needs to be done;
Where we are;
New model ;
Frustration about the ability to implement change;
Let’s start to make small incremental steps; and
Proposed outline of change re MYHT system.

Linda highlighted section 4 advising that the proposed model had previously been brought
to Clinical Cabinet and Integrated Governance Committee, with the business case looking at
activity and cost of the model access to Physio separately. It was noted that Dr Wynn had
expressed a view that direct access Physio self referral should be part of the specification
and the model costs would increase by £600K to support.
Dr Sheppard commented that the service specification needed to be agreed around what we
want in the community, what the overall service looks like.
There were concerns that the piecemeal process would hold back the integrated MSK AQP
service. Jo Pollard reminded members that it was a decision made at Clinical Cabinet that
it should be piecemeal based on historical evidence as opposed to going for a complete
procurement exercise that specified integration.
Members comments included:


Support for the model;
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Support for self referral ;
Developing SPG workforce developing posts for newly qualified GPs into the MSK
and pain related conditions element;
MSK pain clinic should be part of the specification;
Lessons learnt from dermatology issues so as not to duplicate;
Engagement with MYHT colleagues (Linda assured members on this);

Andrew Pepper informed that there was an activity assumption which needed to be checked
as there was a £600K risk and a need to know how to mitigate this. There was a need to
revisit the business case in terms of the model further to refine the specification re pain
management using integrated service
Dr Sheppard indicated that the model for the pain service needed to be reviewed separately.
IT WAS RESOLVED:
i)

To note and support the Service Specification and Business Case model subject to
further update
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self referral subject cost implications
Developing SPG workforce developing posts for newly qualified GPs.
MSK pain clinic should be part of the specification
Lessons learnt from Dermatology issues
Engagement with MYHT colleagues (Linda assured members on this)

REVIEW OF THE SYBCSU COMMISSIONING GUIDELINES FOR SPECIALIST PLASTIC SURGERY
PROCEDURES
Linda Driver and Sharon Cook attended to present the review of SYBCSU Commissioning
Guidelines for Specialist Plastic Surgery procedures as led by the CSU for all CCGs across
Yorkshire. The new policy had been developed by Dr Clare Freeman who is the CSU Lead
Medical Advisor. Key changes are:




It reduces the BMI threshold from 30 or less to a range of 18.5 ‐2 7
Where a minimum age of 18 applied previously, this has increased to 19 years
Additional clinical criteria summary (table 2)

The recommendations were:
i)
ii)

Approve the amended criteria policy for specialist plastic surgery procedures and
Agree the incorporation of this policy into the Commissioning Policy and
communicate to key stakeholders.

Dr Sheppard confirmed that the changes reflect guidance and Jo Pollard indicated that it was
linked with IFR.
Dr Brown queried why the BMI threshold was being dropped and evidence base around this
decisions it reduces the number of procedures available to patients.
Dr Brown also
queried whether Sandra Cheseldine had seen the paper and given any feedback. Linda
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advised that policies would not be sent to the IFR panel but that it had been developed with
other CCGs and taken an evidence based approach.
Andrew Pepper queried the financial implications and Dr Harries was concerned about how
the new policy would affect existing patients and needed to be clear about whether the
procedure was being rationed. Sharon Fox wondered if there was any flexibility in the
measure as some patients would have high muscle mass and Jo comments that this would
be listed as exceptional circumstances. Dr Da Silva commented that it needed a
percentage reduction with a paragraph stating the parameters.
Dr Sheppard felt that in terms of the concerns and questions raised, members needed to
have time to look at the policy and requested that it be brought back next month’s Clinical
Cabinet. Dr Sheppard wanted to make clear that Clinical Cabinet were not making a case
for IFR but if a patients fits within the policy, they do not need to go through IFR. Stephen
Hardy queried patient engagement whether it had covered patients in Wakefield
Dr Sheppard summarised:
i)
ii)
iii)
iv)

We need to understand the clinical evidence for the change in the BMI;
We need to assured about public and patient engagement from specific groups;
Bring back next to the December meeting with; and
CSU representative to attend to talk about their systems and processes ‐ what does
it mean in local terms

IT WAS RESOLVED:
i)
ii)

To note the paper;
Updated paper to be brought back to the next meeting with clinical evidence
around the decision re BMI and detail re Public/patient engagement; and
CSU representative to attend December meeting to talk about systems and
processes in local terms.

iii)
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DEVELOPMENT OF 2015/16 CQUINS
Elaine Horder attended to present the CQUINS report and stated that Quality had started
the process of developing CQUINS and explained that they had put together a short list with
MYHT. Elaine had yet to review areas around reconciling outpatient improvement. Areas
to discuss




Patient experience
Outpatient
Inappropriate letters to patients.

Dr Brown queried the DNA which was due to MYHT Access Programme. There was a need to
capture detail in order to make a difference and the general letter was viewed to be
inappropriate at times.
Jo Pollard commented that Clinical Cabinet would need to review and for the item to be put
on the December agenda so that an update can be provided which needs to include a table
for CQUINS re CCG practice and CQC inspector tracking back to specific recommendations
but indicating how we track back to patient experience.
8

Dr Harries stated that Robert Flack had left his position at MYHT and the need to deal with
issues in the community.
Members supported the recommendations in terms of how to move forward.
IT WAS RESOLVED:
i)
ii)
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Noted the report; and
Bring back an updated version to December meeting.

STRATEGIC PLANNING 2015/16
Esther Ashman attended giving apologies from Pat Keane and updated members on the
highlights:



Work ongoing on merging of work as being presented at IGC next week re primary
care strategies; and
TOR (to note).

Dr Sheppard informed that the Planning and Delivery Group had been formed to look at
QIPP in a different way taking both a short and long term viewpoint. The findings were
going to IGC, Board Development session in December, Lead engagement with Network
Chairs in January. It was important to disseminate through the network.
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QIPP UPDATE
Esther Ashman gave a brief update on the work ongoing through the Planning & Delivery
Group.
A review of investments was ongoing in respect of value for money, identifying both costings
and what is actually being charged against the list of investments made through the Clinical
Cabinet since April 2013.
Dr Sheppard reminded members of the challenge next year and the need to decide what we
need to do re decommissioning. It was thought that this needed to be shared with the GP
network for comment.
Jo Pollard indicated that a number of workshops had been set up involving Clinical Cabinet
members to engage with GPs to review the evidence base on decommissioning. Dr Harries
queried the CCG position to support and Jo Pollard advised that it depended on the
individual CCG position.
Stephen Hardy commented from a patient perspective. Esther further updated on the
whole engagement and Stephen Hardy commented that for transparency it should go out to
the public for comment.
IT WAS RESOLVED:
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i)

To note the paper

14

CLINICAL NETWORK

14.1

Dr Sheppard referred to the Informal Clinical Cabinet in January (8th) when the whole
meeting will be taken for members to receive a presentation from Pat Kean on GP Led
Commissioning and engagement with Network Chairs who had been invited to attend.

14.2

15

Sandra Greenwood updated members on free bespoke Atal training (Atal were well known in
the nursing field). Jo Pollard expressed concern in respect of Governance in respect of
accepting sponsorship and it was agreed that Sandra would contact Katherine Bryant on this.
WEST YORKSHRE COMMISSIONING COLLABORATIVE 10CC
PROGRAMME REPORT NOVEMBER 2014
Jo Pollard reported that the 10cc Programme Report was a good summary around what is
being commissioned.
Members noted that there was no representative on the Board but issues get reported into
the 10cc Group via Dr Phil Earnshaw and Jo Webster.

16

WRITING OUR OWN FUTURE – STAKEHOLDER EVENT GROUP FEEDBACK
Members noted the contents of the stakeholder event feedback which had been shared for
information.

17

MINUTES FROM SUB GROUP
No minutes available to share as meeting not yet held.

18

ANY OTHER BUSINESS
No other items were discussed.

19

Date and time of the Next Meetings
Informal Clinical Cabinet:
Thursday, 4 December 2014
11.30 am – 1.00 pm
Boardroom, WRH
Clinical Cabinet:
Thursday, 18 December 2014
09.00 – 12.30 pm
Seminar Room, WRH
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